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INTRODUCTION 


The New York State Health Commission, with full awareness 
‘‘that the health of the inhabitants of the State is a matter of 
State concern; that adequate medical care is an essential element 
of public health;’’ and, that the other objectives established by 
the Legislature, in creating the Commission, are essential to the 
formulation of a long range health program, decided that the great- 
est progress could be made by devoting the second year of its 
existence to an intensive study, at first hand, of the problems con- 
fronting: individuals in need of medical care; the physicians and 
hospitals who attempt to meet these needs; and, members of fami- 
lies or representatives of agencies with moral or legal responsibility 
for paying the medical and hospital bills. 


Last year, the Commission, through public hearings, individual 
conferences, and studies, became aware of the tremendous com- 
plexity of the many factors and situations involved in the existing 
methods for the distribution of health and medical services both 
on an individualized and collective basis. An attempt to correlate 
and summarize the variegated wealth of information assembled 
by the Commission revealed the highly controversial nature of 
many of the factors and observations, despite an + apparent 
unanimity on the part of individuals and groups with respect to 
the essentials of preventive and curative medicine and the need 
for their practical application. 

It was felt therefore that due to limitations of time, and to 
bring order out of this apparent chaos, an attempt should be 
made to erystallize present trends and desirable future develop- 
ments in two sets of recommendations each covering a ten point 
program. 

Hence, the Preliminary Report’ of the Commission consisted 
of Preliminary Recommendations and Recommendations for 
Future Study presented against a pictorial background, county 
by county, of the medical and health resources of the State of 
New York: showing what they are, where they are and a slight 
indication of how they are used. Certain trends were traced in 
the move toward decentralization of the professional and techni- 
eal services and facilities of the State agencies in the three fields: 
preventive or health services; institutional or hospital services; 
and curative or public medical care services. 

This year, attempts have been made by the Commission to get 
at the heart of the problems involved in the distribution of medi- 
eal services to persons who need them, by designing specific 
studies which would secure pertinent factual data with respect 
to specific areas in this broad field. 


1 Legislative Document (1939) No. 97. 
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These studies included an evaluation of the volume, type and, 
in some instances, the quality of professional and institutional 
services requested by or provided to individuals in the lower 
income groups. 

A careful study was also made of a representative sample of 
individuals who had experienced treatment in hospital wards, 
together with an analysis of the economic and medical circum- 
stances involved in the illnesses which brought them to the hos- 
pital. The central position of a general hospital in the distribu- 
tion of medical care was appraised, with due consideration given 
to the organization and training of the hospital staff. 

Throughout, an attempt was made to ascertain the individual 
roles and interrelationships of the voluntary and governmental 
agencies now assuming responsibilities in meeting the medical 
care requirements of the individuals in the various groups 
under observation. 

A pioneer attempt was made to appraise the quality as well 
as the quantity of the medical care experienced by patients prior 
to admission to hospital wards for the treatment of a catastrophic 
ilmess. Light was thrown on this element of quality by inquiries 
with respect to: extent of self-medication; delay in securing a 
physician and reasons therefor; and the type and extent of 
diagnostic procedures employed by the attending physician. Con- 
sideration was given to the mechanisms for the distribution of 
medical care to the indigent and medically indigent by the public 
agencies responsible, in view of the increasing réle which these 
agencies play in the provision of medical care for persons in the 
low income groups. 

The Commission recognizes the generally accepted concept 
that ‘‘preventive and curative medicine cannot be separated on 
any sound principle and in any scheme of medical service must 
be brought together in close coordination.’’ This is particularly 
true with respect to diseases and conditions for which specific 
methods of treatment and control have been established, and for 
which the public health importance to the community of success- 
ful treatment transcends considerations of the economic status 
of the individual. These diseases and conditions include pneu- 
monia, cancer, syphilis, tuberculosis, dental caries, drug 
addiction and physical defects of childhood. 

Careful consideration was given by the Commission to specific 
mechanisms proposed or established for the distribution of medi- 
eal care and health services on a budgetary prepayment basis 
among the groups of the population who find difficulty in meeting 
the burdens imposed by the hazards of illness. Budgeting the 
costs of medical care for large groups of the population usually 
involves the concept of insurance, compulsory or voluntary, to 
spread the risk. 
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The varied financial contributions involved in meeting such 
costs may be paid individually or in combination by the insured, 
industry and the State. To what degree the use of the insurance 
principle as a basis for paying for medical care will affect the 
quality of the care distributed is highly controversial. 

The ability of prepayment plans, devoted solely to a specific 
portion of the care and service necessary, in a complete well- 
rounded health service, to meet the needs of the individual on a 
basis which he, industry and the State can afford to pay, is also 
open to question. Although piecemeal activity in each field may 
be valuable as experimentation to gain experience in the cost of 
distributing various types of medical and health services, with- 
out, however, overall planning, the result will be a patchwork of 
overlapping and expensive services which will eventually have 
to be coordinated or combined in the interest of efficiency and 
economy. 

A long range State health program should ‘‘build for the 
future, without undue intervention with local autonomy, viewing 
both central and local problems as parts of one whole.’’? Such a 
program should be ‘‘a means rather than an end, an improve- 
ment in the machinery of government. It cannot be a substitute 
for medical science, for the local authority, or for voluntary enter- 
prise, nor even for that impulse of public assent without which all 
instruments of government will prove useless.’’ 


2 Paraphrasing: Sir George Newman. The Building of a Nation’s Health, 
London, 1939, pp. 126 & 127. 


The Commission is under deep obligation to a great many individuals for 
assistance, counsel and guidance given in the preparation of this work. 
Grateful acknowledgment is made here to them and to the institutions and 
agencies, both public and private, who have compiled and presented informa- 
tion, suggestions in connection with the studies included in this report. 
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SUMMARY OF PROGRESS 
Health Commission Recommendations 


The Commission in presenting its Preliminary Report’ agreed 
that more progress could be made in the development of a long 
range health program if emphasis were placed upon the resources 
available and well considered recommendations for immediate 
action and for future study. It seemed obvious in all of the dis- 
cussions that the health objectives set forth in the statute creat- 
ing the Commission were universally acceptable but that the 
procedures suggested for achieving such objectives were varied 
and controversial. A detailed presentation of the divers facts and 
opinions presented, both in the hearings held by and the deliber- 
ations of the Commission, was not attempted because of the wide 
disagreement among the participants. This decision was further 
bolstered by the statement of the Governor, the Honorable 
Herbert H. Lehman, in his 1939 annual message to the Legislature, 
when he said, ‘“‘It is inadvisable for the State immediately to 
launch upon a program which will involve very large expenditures 
without first making a thorough study of all aspects of the 
problem. ’’ 

Before presenting the findings of this year’s studies which 
were devoted to an intensive analysis of specific aspects of health 
and medical care in New York State, the recommendations made 
last year will be recapitulated seriatim with brief progress notes 
summarized under each recommendation. 


Preliminary Recommendations 


1. Establishment of informal interdepartmental committees or 
councils, on State and local levels—to coordinate health and wel- 
fare, preventive, diagnostic and curative services conducted by 
the several governmental departments or agencies (Health, Wel- 
fare, Mental Hygiene, Education, Correction, ete.). Full use 
should be made of authorized representatives of the organized 
medical and related professions, for advice and counsel in pro- 
fessional matters. 

Comment (PR-1)—Continuing studies of the activities and administra- 
tive structures of State departments responsible for administration of 
various aspects of health and medical care reveal the desirability of estab- 
lishing a representative interdepartmental coordinating council on a State 
level to guide the health activities in the various State departments. An 
advisory committee composed of representatives of the medical and related 
professions and agencies, should be consulted before any steps are taken 
toward coordination of the health functions of the several departments. This 
should lead to the discovery and elimination of expensive duplication of 
services with a resultant increase in efficiency and economy. At any local 
level where similar complexity and duplication of health activities exist, a 
similar policy of coordination should be followed. 


1 Legislative Document (1939) No. 97. 
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2. Provision for uniform record keeping and compilation of 
municipal expenditures for public health and medical care—so 
that a tabulation by the Bureau of Municipal Accounts of the 
State will immediately reveal expensive duplication and expedite 
future planning to permit more effective and economical use of 
public funds. 

Comment (PR-2).—Studies by this Commission, as well as other State and 
Federal agencies, have revealed the difficulty and the practical impossibility 
in ascertaining under existing methods of fiscal reporting, actual expendi- 
tures of public funds for health and medical care and reliable cost data for 
comparative purposes. Increased Federal and State participation in these 
fields has given great impetus to the development of standard schedules for 
reporting health expenditures on Federal, State and local levels. A standardi- 
zation of the fiscal report forms for health and medical care expenditures 
is imperative on both a State and local level. This can be achieved by a 
collaboration between the agencies responsible for State administration of 
health services and expenditures, the Division of State Planning, the Division 
of Audit and Control and the Budget Director. 


3. Extension of public health education on a broad base, to 
provide for every citizen full information on the availability of 
health and medical facilities and services. Organized voluntary 
lay and professional groups should actively participate in this 
statewide program. 

Comment (PR-3).—Public health education should provide each individual 
with the ability to recognize the necessity for medical attention and a 
knowledge of health and medical facilities available to him. A study, by 
the Commission, of patients discharged from hospital wards in New York 
State, throws a new light upon the variations in the extent to which present 
methods of public health education reach individuals in the lower income 
groups who experience catastrophic illness. The extent to which sick persons 
fail to recognize the necessity for medical care, the degree to which they 
resort to self-medication and the extent to which there are both personal 
and economic barriers to the prompt and full use of competent medical diag- 
nosis and care—as revealed in the study—are indices of the failure of public 
health education to reach the individuals who are most in need of it. 


4, Expansion of full-time trained public health personnel and 
services to provide a more equitable coverage for each county of 
the State, and an extension of post-graduate education of prac- 
ticing physicians in the practical application of proven advances 
in the treatment and control of certain diseases and conditions 
of public health importance. 

Comment (PR-4).—Great progress has been made in the training of full- 
time public health workers and many localities in the State have benefited 
by increasing availability to them of such personnel. This program conducted 
with State and Federal aid has been greatly strengthened by the interest 
and activity of the State and county medical societies in sponsoring and 
conducting short post-graduate seminar courses for practicing physicians, 
designed to expedite the application of advances in medical science, in the 
treatment and control of diseases of public health importance. A knowledge 
of the advances in both preventive and curative medicine has been acquired 
by many physicians in the State under this broad training program. Through 
the efforts of the Speakers’ Bureaus of the county medical societies in 
interpreting these advances to the general public, a great opportunity is pro- 
vided for direct application of this new knowledge. However, the supply 
of properly trained public health personnel is so inadequate in relation to 
the need, that both State and local governmental agencies should not be 
hampered by geographic restrictions in the selection and appointment of such 
qualified personnel. 
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5. Integration of public health and school nursing services in 
a generalized program, with the training and employment of a 
sufficient number of additional qualified nurses to meet modern 
standards. 

Comment (PR-5).—Since the number of qualified public health nurses is 
still insufficient to provide even a minimum public health nursing service 
in the communities of the State, the extension of such services to include 
school nursing should be deferred until it can be given proper consideration 
in the development of a well-rounded community health program. The need, 
however, for the integration of public health and school nursing services 
was revealed in many of the studies made by the Commission. 


6. Increase the effectiveness of the general practitioner by 
expansion of county laboratory systems—or approval of existing 
local laboratories for certain purposes—to make readily available 
such diagnostic facilities to every community and physician in the 


State. 

Comment (PR-6.—The practice of modern medicine by the general prac- 
titioner and the specialist requires not only that there be adequate diagnostic 
laboratory facilities available but that there should be no barriers to their 
use. Several studies made by the Commission, including the study of patients 
discharged from hospital wards and the study of medical care in welfare 
districts, revealed that there is a tremendous disparity between the different 
communities, and even between individual physician and patients—in the 
extent to which laboratory facilities and procedures are available or are 
requested and used. 

An inventory and appraisal of existing laboratory facilities throughout the 
State is being made to develop a program which would permit each physician 
an opportunity to secure at least the basic modern laboratory analyses, in 
every instance where in his professional judgment they are needed, irre- 
spective of the economic status of the patient. One way of achieving this 
minimum objective is to expand the scope of services of existing public health 
laboratories to include the performances of urinalyses, blood counts, blood 
chemistry and basal metabolism tests, in every instance when requested by 
a physician. 

7. Establishment of a coordinated system of therapeutic and 
diagnostic tumor and cancer clinics and making available to 
approved local institutions State or Federal radium, or x-ray 
equipment, for specific treatment by qualified radiologists. 


Comment (PR-7).—This recommendation has been carried out by the new 
Division of Cancer Control established in the State Department of Health 
upon the basis of the findings of the special Cancer Commission. 


8. Promotion of a comprehensive maternity program, to 
include amendments to the Public Welfare Law and necessary 
additional legislative appropriations to provide State aid for 
necessary hospital care of maternity cases in approved institutions. 


Comment (PR-8).—Considerable progress has been made in the develop- 
ment of a comprehensive maternity program by the successful operation in 
a number of areas of demonstration projects developed by the State Depart- 
ment of Health with funds made available under the Federal Social Security 
Act. 


9. A reorientation of the réle of the approved general hospital, 
publie or private, in the preventive and curative services of the 


community, so that: 
a. Unnecessary duplication of accommodations or wasteful 
competition on a local or regional basis may be eliminated ; 
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b. The general practitioner and his patient may make more 
effective use of the consultant, specialist and laboratory services 
and modern therapeutic and diagnostic equipment which should 
be available in an approved general hospital and out-patient 
department. 

ce. The general practitioner may have an increased opportunity 
to treat cases that fall within his sphere of competence, in the 
patient’s home, in the physician’s office, or in the hospital. Also, 
that the general practitioner may have a better opportunity to 
enjoy the professional benefits incident to working on a hospital 
staff with his colleagues. 

d. Social service in the hospital may be integrated with com- 
munity social services to provide more effective methods of com- 
munication between the hospital and the general practitioner in 
the interests of continuity of treatment to promote the patient’s 
restoration to health or the best possible social adjustment in the 
light of his condition. 


Comment (PR-9).—The central position of the general hospital in any 
long range health program, State or local, has been recognized in most of 
the studies made by this Commission. ‘These studies were designed to reveal 
the current status and relationship of the general hospital in the practice of 
medicine in New York State and the role which it plays in meeting the health 
needs of both the individual and the community. 


The study .of medical care in welfare districts was undertaken to reveal 
the extent to which care in a general hospital was requested and_ utilized, 
both by persons receiving other forms of public assistance and by persons 
otherwise able to provide for themselves but unable to pay for necessary 
medical care. The study of medical care programs operated by welfare 
departments was planned to reveal the interrelationships between the agencies 
in the community having responsibility for the provision of medical care, 
including hospitalization, for persons unable to provide it for themselves. 


The study of patients discharged from hospital wards in New York State 
and the study of the payment status of patients receiving care in hospital 
wards or clinics, was undertaken in the belief that an intimate analysis of 
the circumstances surrounding the admission and care of individual. patients 
in hospital wards or clinics, including the economic factors, should reveal a 
graphic picture of the current functions of the general hospital in the dis- 
tribution of medical care in New York State. These studies were designed 
also to reveal the various ways by which responsible governmental agencies 
could use more effectively the hospitals operated by some municipalities and 
the extensive facilities available in the widely distributed voluntary hospitals 
in the State. 

A general hospital cannot be used effectively unless a trained staff, including 
competent physicians, is readily available to make the most effective use 
of its facilities. Another study by the Commission was devoted to the 
problems of graduate medical education, including intern training, and was 
devised to reveal hospital staff practices in the voluntary hospitals in upstate 
New York. These staff practices were considered in the light of the stand- 
ards adopted by the American College of Surgeons and the American Medical 
Association in order to appraise both the quantity and the quality of the 
medical care provided by these hospitals. 

Other studies made by the Commission endeavored to define the central 
position of the general hospital in the existing and proposed plans for the 
provision of medical care on a voluntary prepayment basis, as well as its 
relationship to the control of communicable disease, and certain other diseases 
of public health importance which are now considered to be essential activi- 
ties of a well-rounded public health program. 
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10. Immediate revision of the State Insurance Law to permit 
and encourage sound and well-planned voluntary health and 
medical care insurance schemes as well as expansion of voluntary 
hospital service insurance with ample provisions for record- 
keeping, and current analyses to provide actuarial data directly 
related to the individual health needs, met by the voluntary 
insurance schemes, in New York State, as one of the bases for the 
formulation of a long range health program for the State. 

Comment (PR-10).—The Commission has continued its discussions and 


studies of current and proposed plans for the distribution of medical care 
on a voluntary prepayment basis. 


The adoption of Article IX-C of the State Insurance Law was followed by 
the initiation and development of voluntary medical care insurance schemes 
in addition to the continued. expansion of existing voluntary hospital service 
plans. The Commission has followed closely the development of such schemes 
in this State and has made a careful study of similar legislation and trends 
in other states. While sufficient actuarial data are not yet available for 
a proper evaluation of the specific plans and trends, there was accumulated 
evidence sufficient to justify continued emphasis by the Commission on a 
policy of encouraging the widest possible range of experimentation in this field. 


The need for such broad experimentation is posed in the difference in pro- 
cedures required in plans operating under the medical expense indemnity and 
medical service principle. The differences in principle lead to variations in 
the completeness of medical care and scope of preventive services provided. 


The need for increased emphasis on the necessity for professional super- 
vision by the appropriate State agencies, of the quality of medical care 
rendered under such prepayment schemes, was revealed in analyses of existing 
or proposed plans and legislation in New York and other states. 


The Act? creating the Health Commission stated that ‘‘the 
health of the inhabitants of the State is a matter of State concern.’’ 
This principle was specifically incorporated in the revised Con- 
stitution adopted by the vote of the people in 1938. The Commis- 
sion interpreted this responsibility as embracing not only recom- 
mendations for immediate action but charting the next steps to be 
taken in the development of a long range health program, by 
directing its efforts toward this objective in an orderly fashion. 
For these reasons it presented in its Preliminary Report’ ten 
specific recommendations for future study. Progress made dur- 
ing the current year in carrying out these recommendations for 
study is summarized below under each recommendation. 


Recommendations for Further Study 


1. Thorough study of all aspects of the problem of meeting 
the demand for compulsory health insurance for wage earners, 
including their dependents, in fixed income levels. 


Comment (RFS-1).—The Commission immediately recognized that while 
compulsory health insurance is one of the methods of distributing medical 


2 Chapter 682, Laws of 1938. 
3 Legislative Document (1939) No. 97. 
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care, it is primarily a procedure for pooling funds contributed by insured 
persons and their employers, using such funds to pay for such medical care 
and to provide cash benefits to the insured during the periods of disability. 
It was recognized by the Commission that the medical needs of wage earners, 
including their dependents, in fixed income levels, could be met in many ways 
which differed, one from the other, both with respect to the scope of medical 
services provided and the methods by which such services were distributed, 
supervised and paid for. 

Compulsory health insurance, therefore, should be considered in the light 
of its development in foreign countries, the applicability of such development 
to New York State, and its relationship to other methods of distributing 
medical care which might be more appropriate to the conditions prevailing 
in New York State. Hence, the studies made by the Commission of existing 
and proposed schemes for public provision of medical care, and studies of 
voluntary hospital service and medical care insurance programs, should be 
carefully considered, together with the private practice of medicine, in the 
evaluation of this study of compulsory health insurance. 

Due consideration was given by the Commission to the possible social and 
economic implications for New York State of a compulsory health insurance 
scheme. To reveal these implications, estimates were made with respect to 
the extent of coverage and the probable costs to the insured wage earner, 
industry and the State government, by a hypothetical application of the 
provisions of the Compulsory Health Insurance Bill4 introduced by the Hon- 
orable Robert F. Wagner, Jr., in the 1939 session of the New York State 
Legislature. 


2. Studies of the relative merits of existing and proposed 
schemes for public provision of medical care for persons who are 
unable to secure such care for themselves—and a classification of 
such schemes according to their applicability to communities 
varying widely with regard to: 

a. Population composition and density ; 

b. Financial resources ; 

e. Existing formal public or private medical and health 
facilities ; 

d. Unmet health needs. 

Comment (RFS-2).—Studies were undertaken by the Commission to survey 
existing public medical care administration in counties with different char- 
acteristics as to population, financial resources and volume of existing health 
and medical facilities, in order to determine procedures and policies involved 
in the provision of good medical care for the indigent and medically indigent. 
Practically all of the field studies were devoted to those sections of the 
population believed to have experienced the greatest difficulty in securing good 
medical care for themselves, and for whom government has assumed the 
greatest responsibility. 


Throughout these studies emphasis was placed upon the availability, 
adequacy and quality of the medical services provided at public expense, 
together with the degree to which public medical care programs were inte- 
grated with the general health facilities in the community. 


3. Study of the need and advisability of amending the Unem- 
ployment Insurance Law to provide unemployment insurance 
benefits for wage earners temporarily incapacitated due to illness, 
and the evaluation of other actuarially sound statutory and 
administrative schemes for partial restoration of income, for wage 
earners temporarily incapacitated by illness. Due consideration 


4 Assembly Bill, Int. No. 2252, Print No. 2726, 1939. 
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should be given to the arguments for and against combining treat- 
ment and invalidity certification as dual functions of a practicing 
physician. 

Comment (RFS-3)—The study made by the Commission of problems 
involved in proposals to provide partial restoration of income for wage 
earners temporarily incapacitated by illness, revealed serious financial and 
administrative difficulties. To amend the Unemployment Insurance Law to 
provide unemployment insurance benefits for wage earners temporarily inca- 
pacitated due to illmess, or to provide sickness benefits in cash by other 
statutory provisions, was recognized by the Commission as involving problems 
similar to those encountered in the administration of proposed compulsory 
health insurance schemes—with similar implications with respect to increased 
costs to the insured, industry and the State. This problem was further 
complicated by the reluctance of the medical profession to recognize the 
propriety of combining treatment and invalidity certification as dual responsi- 
bilities of a practicing physician. 

4. Studies of voluntary hospital service and medical care insur- 
ance programs and the extent to which, in the light of the 
amended Constitution of the State of New York, they protect her 
citizens against the hazards of sickness. Also, an appraisal 
should be made of the relative significance of commercial health 
and hospital expense insurance, in relation to non-profit voluntary 
plans in operation. : 

Comment (RFS-4).—The Commission has conducted a broad study dealing 
with many aspects of health insurance, both compulsory and voluntary. It 
has studied the extension of voluntary hospital service plans and the initiation 
of voluntary non-profit medical care insurance programs, and has weighed the 
relative significance of these non-profit voluntary plans with the commercial 
health and hospital expense insurance schemes, which have been available 
to the public in one form or another for a great many years. Consideration 
was also given in these studies to the cost of such programs, the degree of 
health protection furnished by each, and the relation in terms of their avail- 
ability to the various economic groups of the population. 


5. Special studies in the field of mental hygiene, school hygiene 
and child guidance, to determine the possibility of a coordinated 
application, in sequence, of the principles of modern preventive 
and protective science, to the end that an opportunity may be 
provided for normal development on the basis of the physical 
and mental equipment found in each child. 


Comment (RFS-5).—The Commission recognizes the broad implications 
of any program designed to provide for the normal development of each 
child on the basis of his physical and mental equipment. Such a program 
implies a high degree of coordination between functions now exercised by 
several different State and local agencies, and should be studied further. 
The problems involved in the fields of mental hygiene, school hygiene and 
child guidance should be subjects of serious consideration by the interdepart- 
mental councils suggested in Preliminary Recommendation No. 1 above. 
Neglect of these problems may be one of the causes for the present constant 
increase in the population of the mental hospitals maintained by the State, 
which require disproportionate increases in expenditures for their maintenance. 


6. Development of a school health program, in accordance with 
the best modern scientific standards, and its integration in a 
comprehensive long range health program both for the community 
and for the individual. Due consideration should be given to the 
desirability of providing for each child, a continuity of health 
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supervision to assure prompt medical, surgical and corrective 
services, when needed—from infancy, through childhood and 
adolescence to maturity. 


Comment (RIS-6).—The necessity of a coordination of existing school 
health services with a long range health program was indicated through 
several studies made by the Commission. The question posed as to the relative 
importance of the educational and medical phases of school health examina- 
tions was carefully considered. Although from a pedagogical point of view, 
health examinations are considered part of the educational process, health 
supervision by way of medical examination with the appropriate medical and 
surgical corrective services to be rendered if necessary, seemed to be a basic 
fact to be considered in evaluating a school health program. Studies made 
by other investigating agencies have revealed that considerable sums of 
State money are spent to conduct present school health programs varying 
widely in scope and effectiveness. Due consideration should be given to the 
health protection provided under these school health programs in proportion 
to the expenditures therefor. 


7. Studies of the need for additional expansion of governmental 
health and medical care services to meet special health problems 
such as: 

a. Pneumonia control; 

b. Cancer control; 

c. Syphilis control; 

d. Tuberculosis control—ineluding hospitalization, rehabilita- 
tion, and after care; 


e. Dental care and dental hygiene, especially for children; 


f. Drug addiction control, including the provision of a State 
farm colony for treatment and rehabilitation of addicts; 


g. Physical rehabilitation and social adjustment for _ per- 
manently handicapped children, as an integral part of the existing 
State and local program for the care of remediable crippled chil- 
dren; and 


h. Care of chronic illness and infirmity, including adult. physi- 
cal rehabilitation for restoration of earning capacity. 

Comment (RIFS-7).—Each of the special health problems referred to in 
this recommendation have been subjects of study by the State Department 
of Health which has responsibility for the administration of these State 
sponsored programs. Therefore, the Commission to avoid expensive duplica- 
tion of effort, has not made detailed studies of each individual problem but 
has considered these problems in their relationships to a number of the 
broad studies which it has conducted during the current year. While separate 
progress reports are presented with respect to recent developments in a 
number of these disease control programs, the factors involved in chronic 
illness and infirmity have been given special emphasis in the Commission’s 
studies relating to medical care in welfare districts and patients discharged 
from hospital wards. 


8. Studies of the need for diagnostic laboratory, and consultant 
and specialist services, as well as a modern clinical, diagnostic 
and therapeutic armamentarium available to all physicians, 
through public facility, if necessary. In meeting this need, con- 
sideration should be given to the full utilization of existing 
approved general hospitals. 


Comment (RFS-8).—The extent of the need for diagnostic laboratory, and 
consultant and specialist services, together with the réle of general hospitals 
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in meeting such needs is revealed in a number of major studies made by the 
Commission. Special consideration was given to the problems involved in the 
extension of laboratory services. 


9. The study of administrative and jurisdictional control by 
various agencies of State and local government over public health 
and medical care activities to determine the advisability of con- 
solidation and eradication of overlapping controls, in the interests 
of efficiency and economy. 


Comment (RFS-9).—The Commission’s studies of medical care in welfare 
districts, and medical care programs operated by departments of public 
welfare, as well as related factors involved in the study of patients in 
hospital wards, required an examination of the various administrative agencies 
of State and local government assuming responsibility for meeting the 
demands for public health and medical care. These studies reemphasized the 
desirability of active intertdepartmental councils on State and local levels 
to coordinate and simplify present methods of public health and medical 
care administration. 


10. Establishment of comprehensive health and medical care 
administrative facilities on a broad basis—by promotion of county 
health departments—or by establishment of a county medical 
administration, as a subdivision of State health and/or welfare dis- 
tricts, or as a part of a decentralized administrative authority, 
specifically designed to carry out a unified long range preventive 
and curative health program in the State of New York. 


Comment (RFS-10).—The deliberations and studies of the Commission and 
a careful review of the development of the health and medical services in 
the State during the past twenty-five years indicate the statutory, political 
and administrative barriers to the establishment of comprehensive health 
and medical care administrative facilities. Consolidation of existing local 
administrative facilities requires a new approach with the development of a 
basie pattern of administration sufficiently flexible to permit adaptation of 
the details to meet the particular health and medical care needs of the com- 
munity—without impairment of the full and effective use of qualified medical 
and health facilities already established. 

The study of medical care programs operated by welfare departments has 
resulted in the development of such a pattern for the use of local counties 
and cities, the basic requirement of which is medical direction, by a qualified 
physician, of all efforts to provide necessary preventive and curative services 
for persons accepted for care at public expense. The value of the integration 
or consolidation of such a program with a county health administration should 
be carefully considered in the development of a long range health preventive 
and curative program for the State of New York. 
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HEALTH COMMISSION STUDIES SUMMARIZED 


Study 1 
MEDICAL CARE IN WELFARE DISTRICTS, NOVEMBER, 1939 
New York State (Exclusive of New York City) 


Any long range State health program which takes into account 
all of the medical and health needs of each man, woman and child 
living in the State should have as its foundation the provision of 
medical care of good quality both for persons receiving other 
forms of public assistance and for persons otherwise self-support- 
ing, but unable to pay for necessary medical care. 

The Public Welfare Law' of the State of New York states that 
‘‘The public welfare district shall be responsible for providing 
necessary medical care for all persons under its care, and for such 
persons otherwise able to maintain themselves, who are unable to 
secure necessary medical care. The determination as to the medi- 
cal care necessary for any person shall be made with the advice of 
a physician. Such care may be given in dispensaries, hospitals, 
the persons’s home or other suitable place.’’ The methods by which 
welfare departments in the State administered the distribution 
of medical care in the discharge of this responsibility are des- 
eribed in the next study. 

The welfare district, as noted above, is primarily concerned 
with meeting the medical needs of individuals in the lower income 
groups, including both persons already receiving public relief 
and persons not receiving such relief but unable to pay for neces- 
sary medical care. The kind and volume of requests for medical 
care to meet the needs existing among this latter group—and the 
extent to which they are met—is the purpose of this study. 

In order to evaluate the requests for medical and hospital care 
of persons without relief status and the extent to which such 
requests are met, a study of the upstate welfare departments was 
undertaken for the month of November, 1939, a month which may 
be regarded as fairly typical for a study of this nature. Three 
report forms were prepared and sent to the city and county pub- 
lic welfare officials in the 107 local welfare agencies in the State 
of New York, exclusive of New York City. 

The first general report covered medical care of all types 
authorized during the month of November, 1939, and was designed 
to show: the number of authorizations both to persons with relief 
status and with non-relief status; and, the age distribution of the 
persons authorized to receive medical or hospital care. 

It should be noted that the term ‘‘relief status’’ as used in this 
study refers to individuals who were recipients of public relief, i.e., 
home relief (including veteran relief), old age assistance, aid to 


1 Section 83, Article X. 2 Underscored sentence added by Laws 1940, chap- 
ter 682, effective April 21, 1940. 
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dependent children, assistance to the blind, institutional or foster 
home care, or any form of public relief, with the exception of work 
relief (WPA). 

There was a detailed individual report form to cover each appli- 
cation for medical care, from a person not receiving any form of 
public relief, pending on November 1, and received during the 
month of November. This form was designed to show the relief 
history and economic status of the applicant, the type of medical 
care involved, and the decision of the public welfare official with 
respect to authorization of the medical care requested. 

Finally, there was a summary report form designed as a control 
report on the volume of applications for medical care by persons 
with non-relief status. 

In those counties where medical care is administered on a town 
basis, the county commissioner of public welfare was requested 
to secure and compile in a single report the desired information 
regarding the town cases. 

Reports were received in time to be included in this study from 
78 of the 107 welfare districts in upstate New York. Of this num- 
ber 75 districts submitted a general report—covering 75 percent 
of the total number of cases receiving public assistance (home 
relief, old age assistance, aid to dependent children, and assistance 
to the blind) in upstate districts during the month of November. 

A total of 40,672 persons receiving some form of public relief, 
and representing 11 percent of the relief population in the districts 
included in the study, was reported by these districts as author- 
ized to receive medical or hospital care during the month. 

Seventy-one, or two-thirds, of the 107 upstate welfare districts, 
representing 74.2 percent of the total population upstate, sub- 
mitted data on 2,893 applications for medical or hospital care 
made by persons without relief status during November, 1939. 
These applications were either pending at the beginning of the 
month or received during the month and may be assumed to reflect, 
for the upstate area, the conditions of persons without relief 
status, but expressing a need for medical care. 

Of the 2,893 applications for medical or hospital care submit- 
ted for the month, 59 percent were approved and 18 percent were 
denied by the departments of public welfare—decision was pend- 
ing at the end of the month on the remaining 23 percent of the 
applications. It is interesting to note that of the 512 applications 
denied, 352, or 69.2 percent, of the applicants were considered, 
after investigation by the welfare agencies, to be able to pay for 
their own medical care—309 applicants from their own resources, 
and the remainder by assistance from legally responsible relatives 
outside of their own household, or by some other means. 

An analysis of the type of care requested by persons without 
relief status showed that almost 85 percent of the applications 
were for hospital care alone or for both medical and hospital eare, 
A relatively small number, or 15 percent, were for medical care 
only. This bears out the observation frequently made, that the 
illnesses requiring hospital care, which involve greater costs, are 
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the ones with which families cannot cope, and which force them 
to apply for care at publie expense. In general, the non-hospital- 
ized illnesses involve costs that are comparatively small and 
which families are better able to meet. Thus families ordinarily 
self-supporting find it necessary to apply to welfare departments 
for medical care much less frequently for illnesses not involving 
hospital care than for illnesses requiring hospitalization. 

Comparison of the type of medical care authorized for persons 
with relief status and for persons without relief status reveals 
some striking differences. One of the outstanding disparities is 
evidenced in hospital care which was authorized for 9.1 percent of 
those with relief status as compared with 79 percent of the group 
without relief status—this included obstetrical care for 0.7 per- 
eent and 11.7 percent of the persons with and without. relief 
status, respectively. In contrast to this are the general practi- 
tioners whose services were authorized for 45.1 percent of those 
on relief as against 12.3 percent of those not on relief. 

Other major differences were noted: in authorizations for 
drugs, amounting to 28.5 percent and 2.1 percent for persons with 
and. without relief status, respectively ; and, in authorizations for 
elinie care, amounting to 15.7 percent as compared with 2.8 per- 
cent for persons with and without relief status, respectively. 

The services of specialists were seldom requested or authorized 
for either group—during the month of the study specialists’ 
services were authorized for 2.4 percent of the persons with relief 
status as compared with 1.3 percent of the persons without relief 
status. 

A comparison of the type of care authorized for applicants with 
relief status and with non-relief status in November, 1939, is 
graphically presented in Chart 1, on page 18. 

Applications were made for medical or hospital care by or on 
behalf of persons of all ages, with non-relief status. More than 
half of the applicants ranged between the ages of 20 and 55 years. 
In. general, there was a noticeable similarity between the age 
distribution of this group and the group of persons with relief 
status. However, the relative number of persons, 65 years and 
over, differed considerably. This age group accounted for 26 per- 
cent of the total number of applicants on relief, while it repre- 
sented only 6 percent of those not receiving any form of public 
relief. This disparity is not surprising since the relief group is 
weighted by the comparatively permanent category of old age 
assistanee recipients who are frequently in need of medical eare. 
There was also a substantial difference between these two groups 
in the persons 20 to 35 years of age. This age group comprised 
13 percent of the total number of applicants with relief status in 
contrast to 30 percent of those with non-relief status. 

A graphic comparison of the age of applicants with relief status 
and with non-relief status is presented in Chart 2—which should 
be interpreted in the light of the age distribution of the general 
population, in upstate New York, which is graphically presented 
in Chart 3. Both the age and the type of care requested by appli- 
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eants for medical or hospital care with non-relief status is pre- 
sented in Chart 4. Both the age, and the disposition by depart- 
ments of public welfare of applications for medical or hospital 
care, of persons with non-relief status in November, 1939, is pre- 
sented in Chart 5. Charts 2-5 are on page 25-28. 

The hospital was the largest single source of applications to 
welfare departments for medical or hospital care at public 
expense for persons not on relief. Of the 2,702 applications for 
which the source was reported, 1,200 or 44 percent were made by 
hospitals. The data submitted in this study indicate that it is a 
common procedure for a person in need of medical care to go first 
to the hospital, where he is admitted as a patient. The hospital 
then informs the welfare department of the admission of the 
patient and his inability to pay his bill, and requests an investiga- 
tion with a view to acceptance of the bill by the welfare depart- 
ment. The next most common source of application for medical 
or hospital care was a member of the patient’s family or house- 
hold. This group was responsible for 661, or 25 percent, of the 
applications. In 18 percent of the applications, the patient himself 
applied, while in 10 percent of the cases the applications were 
made in behalf of the patients by physicians. 

Of the applications received through hospitals, only 52 percent 
were approved as against 74 percent of those made by physicians. 
This may have been due to the fact both, that hospital cases 
involve greater costs, and that in many instances the hospital did 
not investigate or could not determine the resources of persons 
able to pay their own bills—and hence referred them tc the welfare 
department. The source and disposition of all of these applica- 
tions are summarized in Chart 6, page 29. 

The diagnoses of illnesses as reported for applicants without 
relief status were classified according to 16 standard groupings. 
Diseases of the digestive system accounted for the largest single 
number of applications—3879 or 14 percent—of which 173 were 
appendicitis, 53 cholecystitis, and 87 ulcers of the stomach or 
duodenum. The next most frequent diagnostic groups were puer- 
peral state (337), traumatic conditions and poisonings (330), 
diseases of the respiratory system (825), infectious diseases (212), 
and cardio-vascular diseases (161)—comprising 12.6, 12.3, 12.1, 
7.9, and 6.0 percent of the cases, respectively. The frequency dis- 
tribution of 2,676 applicants, for medical or hospital care, with 
non-relief status by diagnostic groups and disposition of the 
application by the welfare department is in Chart 7, page 30. 

The relief history of 2,644 applicants, for medical or hospital 
care, without relief status at the time of application, was carefully 
analyzed. ‘‘Relief,’’ as used herein, relates to public relief, 
excluding work relief (WPA) and may refer to applicants or 
their families. Almost two-thirds of the applicants who were not 
on relief at the time of application had been on relief at some time 
prior to or during 1939, or during both periods. There was a 
larger proportion of cases previously on relief among the approved 
group (67 percent) than among those rejected for medical or 
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hospital care (59 percent). The relief history and the disposition 
of the request of applicants for medical or hospital care with non- 
relief status during November, 1939, is in Chart 8, page 31. 

The WPA history of applicants, for medical or hospital care, 
without relief status, was analyzed and is in Chart 9, page 32. 
WPA may have been interpreted to include work relief programs 
other than WPA. In more than three-fourths of the cases no 
member of the household had ever been employed on WPA. In 
instances where the applicant or some other member of the family 
had a WPA history, only about half of these were receiving WPA 
wages at the time of application for medical care. It should be 
noted that 72.1 percent of the applicants, for whom medical or 
hospital care was approved, and 85 percent of those for whom it 
was denied were never employed on WPA projects. 

The cash income and other assets of the families of applicants, 
for medical or hosptal care, without relief status were also 
analyzed. 

A comparison of the monthly average cash income of such 
families during the illness of the applicant and during the year 
prior to the onset of illness indicates that the monthly average 
cash income for the group during illness was $55.82 in comparison 
with $62.04 during the year prior to illness. This comparison was 
made for 1,547 applicants for whom data on cash income were 
reported. Further evidence of the difference in the economic status 
of the applicants, for medical or hospital care, in the groups where 
such care was approved or denied, is the fact that during the 
period of the present illness the monthly average income for 
approved applicants was $53.63 in contrast to $84.32 reported 
for those rejected. It should be noted that income as referred 
to here applies only to cash income and does not include ‘‘income 
in kind,’’ such as free rent, board, fuel, light, milk and farm 
produce. These items, singly or in various combinations, were 
reported in a small number of cases either in addition to cash 
income or where there was no cash income. 

Insurance, real estate, bank accounts, and farm and garden 
produce on hand, were among the assets reported by applicants, 
for medical or hospital care, without relief status. 

Information on insurance was available for 1,865 of 2,893 cases. 
More than one-third of the 1,865 cases were reported to have insur- 
ance ranging in value from less than $25 to more than $5,000, of 
whom 160, or one-fourth of those with insurance, had policies with 
values in excess of $1,000. Of the 160 applicants with insurance 
in excess of $1,000, 96 were approved for medical or hospital care 
at public expense and 5 out of 10 applicants with insurance poli- 
cies in excess of $4,000 were approved for such care. In a small 
number of cases, insurance was reported as having no cash or 
adjustment value while in about 8 percent of the applications the 
insurance were reported as adjusted or in the process of adjust- 
ment. The adjustment of the comparatively expensive ‘‘indus- 
trial’’ type of insurance policies to permit conversion to paid-up 
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life insurance or an inexpensive annual premium whole life policy 
is in many instances to the advantage of the insured person. 
About 5 percent of the applicants had bank accounts, while 
approximately 6 percent had some farm and garden products on 
hand. A comparison of the approved and denied groups shows 
that somewhat higher proportions of those whose applications, 
for medical care, were denied, were reported to have insurance, 
real estate and bank accounts. 
The size of family for all applicants, for medical or hospital 
care, with non-relief status, averaged 4.1; while for the approved 
and denied groups the averages were 4.3 and 3.9, respectively. 
Data were submitted for 1,395 of 2,893 total number of applicants 
with non-relief status, making possible a comparison of the monthly 
budget to determine eligibility of such applicants for medical or 
hospital care with the regularly monthly relief budget which 
would ordinarly be applied to the families of such applicants. 
For 734 of these 1,395 applicants the monthly budget used to deter- 
mine eligibility for medical or hospital care was reported to be 
higher than the regular monthly relief budget used for a family 
of the same size and composition. This proportion was also true 
for the applicants approved for medical care, while the denied 
eroup had a relatively larger number or 66 percent. 
Statistical analyses of applicants for medical or hospital care, 
without relief status, were also made with respect to the following: 


1. Diagnosis of illness classified by type of care requested. 
2. Type of care requested and authorized. 


3. Monthly average cash income of family in relation to size 
of family. 


4. Monthly budget of family used to determine eligibility for 
medical care in relation to size of family. 


5. Diagnosis classified by source of diagnosis. 

6. Type of care requested classified by reason for denial. 

7. Ability of family to pay for medical care. 

8. Person responsible for consideration of application for medi- 
cal care. 


(Note: Charts 2-9, referred to in Study 1, appear on pages 25-32. 
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Study 2 


MEDICAL CARE PROGRAMS OPERATED BY 
DEPARTMENTS OF PUBLIC WELFARE, 1939 


New York State (exclusive of New York City) 


The increasing demand for medical care for persons unable to 
provide it for themselves requires careful consideration of the 
existing public programs for the distribution of medical care. Pro- 
vision of medical care for the needy has been traditionally an 
expression of neighborly helpfulness. As a larger proportion of 
people in the community have become unable to provide care for 
themselves, organized medical charities, both public and private, 
have supplemented the assistance given by the individual. 

In New York State, public responsibility for medical care of 
the needy is carried partly by local welfare departments as an 
integral part of the relief program, partly by health departments 
and partly by hospitals maintained at public expense. In New 
York City, the major part of the medical care program is carried 
by the Hospitals Department which operates an extensive system 
of city hospitals and clinics, with the Welfare Department respon- 
sible for medical care in the home for persons to whom it is grant- 
ing relief. In the territory outside of New York City, responsi- 
bility usually rests on the local welfare departments though in a 
few cities, the health department provides physician’s services in 
the home and in some clinics. 

In order to understand the organization of medical care programs 
operated by departments of public welfare, it is necessary to review 
the local administrative structure. Under State statutes, relief 
is now administered and financed by three units of local govern- 
ment—the town, the city and the county. The State has power of 
supervision over all forms of relief administered by ‘ocal agencies 
‘ to meet the varied requirements of the needy—these types of relief 
inelude home relief, veterans’ relief, old age assistance, aid to 
dependent children, assistance to the blind, care of children in 
institutions and boarding homes, hospital care, and institutional 
care for adults in public homes or private institutions. The State 
reimburses the localities for part of the cost of the first types of 
relief listed above. The Federal Government provides, through the 
use of Social Security funds, a part of the cost of old age assistance, 
aid to dependent children, and assistance to the blind. Medical care 
is an essential part of each of these types of relief. 

While there has been no decrease in the legal responsibility of 
the localities for the administration of relief through various local 
agencies, the system of State aid for relief has given the State 
definite responsibilities for determining the quality and methods 
of local administration, particularly of those types of relief to 
which the State contributes. 

The Public Welfare Law of 1929 under which the State now 
operates, changed the whole concept of public relief and care. 
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Whereas the Poor Law had emphasized almshouse care as the basic 
form of relief, the Public Welfare Law made home relief the fun- 
damental method, with other types of care authorized when needed. 
It also established public responsibility for provision of medical 
care for ‘‘persons otherwise able to maintain themselves who are 
unable to secure necessary medical care,’’ i.e., the so-called ‘‘medi- 
eally indigent.’’ 

For the purpose of local administration of public relief, the 
State is divided into 57 county public welfare districts and six city 
public welfare districts which have the same powers as a county 
district. The administrative head of each public welfare district 
is known as the commissioner of public welfare. Forty-six cities 
which form part of a county public welfare district, appoint city 
public welfare officials, and in each of the 811 towns which admin- 
ister relief, the town board appoints a public welfare officer or 
authorizes the supervisor of the town to act in this capacity. In 
49 of the 57 county public welfare districts, responsibility for the 
administration and cost of relief is divided between the county 
public welfare district as a whole, and the towns and the city or 
cities located in the district. In the other eight county districts 
town responsibilities have been transferred to the county. 

Necessary medical care ‘‘may be given in dispensaries, hospitals, 
person’s home or other suitable place.’’* Medical care in the home 
(and office) is included in the definition of home relief, for which 
State aid of 40 percent is payable for expenditures made in accord- 
ance with the regulations specified in the Manual of Medical Care 
of the State Department of Social Welfare. Hospital care may be 
provided in a publie hospital or a private hospital inspected and 
certified by the State Board of Social Welfare—and is a local 
expense, except for State reimbursement of 100 percent for hos- 
pital care provided for ‘‘State charges’’ and of 75 percent for 
temporary medical or surgical care in a hospital for persons receiv- 
ing old age assistance and assistance to the blind. 

Medical care of varying types is provided to the indigent and 
medically indigent by the local department of public welfare listed 
above. The town welfare officer administers, subject to supervision 
by the county commissioner, medical care in the home or at a 
physician’s office for persons residing and having settlement in 
the town. All city departments provide medical care in the home 
and hospitalization for the home relief recipients and medically 
indigent persons and six city public welfare districts provide also 
for old age assistance recipients. A few cities are responsible for 
all forms of relief and therefore for medical and hospital care for 
all persons residing in their territory. The county department 
administers all forms of relief which are not provided by the cities 
and towns within the county public welfare districts, _including 
hospital care for town residents. 

The system for administration of medical care is very complex, 
as it is provided for recipients of each form of relief and respon- 
sibility for administration of the various forms of relief is divided 


1 Section 83, Article X, Public Welfare Law, quoted in full on p. 19. 
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between three units of government. In some cities, for example, 
medical care is provided by the city department of public welfare, 
by the county department of public welfare, and by the county 
board of child welfare, depending upon the form of relief which 
the needy person is receiving or upon his settlement status. 
With such a complicated administrative system, it is inevitable that 
there should.be great variations in policies and procedures. Medi- 
cal care is usually easily available to persons receiving other forms 
of relief. Greatest variation appears in the granting of medical 
care for the medically indigent. The present public welfare medi- 
eal program insofar as medically indigent cases are concerned, 
operates far more effectively for provision of hospital care than 
for provision of medical services which might prevent serious ill- 
ness requiring hospitalization. (See Chart 1, on p. 18.) 

In administering public medical care, the welfare official who is 
not himself trained in medicine, must make use of the medical 
resources which he finds in his community. He uses the services 
of physicians, dentists, nurses, pharmacists and related personnel, 
hospitals, nursing homes, clinics and laboratories. He must pro- 
vide for the distribution of drugs, medical supplies and prosthetic 
appliances. A variety of methods are used by welfare departments 
to secure and pay for medical services. To provide the services of a 
physician, one or more of the following methods are commonly 
used : 

1. Employment of physicians on a fee-for-service basis, either 
giving the patient free choice of physician or limiting the choice 
to a selected panel of physicians. 

2. Use of public or private clinics. 


3. Employment of salaried staff physicians to treat patients in 
their offices and in the patient’s home with specialists on a fee-for- 
service basis. 

4. Employment of salaried staff physicians to treat patients in 
the patient’s home, or in a clinic. 

5. Use of salaried physicians employed by a city department of 
health for services in the home or in clinics, with or without sup- 
plementation of this service by employment of general physicians 
and specialists on a fee-for-service basis when needed. 

6. By any combination of the above methods. 


It is not unusual for a welfare department to use different meth- 
ods to provide medical service for recipients of relief in the differ- 
ent categories. For example, recipients of home relief may be 
treated by staff physicians, while recipients of old age assistance 
and obstetrical or other cases may be given service on a fee basis. 
It is customary to provide medical care for inmates of county 
homes by salaried physicians, though the county departments 
_ seldom provide medical care by salaried physicians for any other 
type of relief. 

The method of providing hospital care depends upon the facilities 
in each community. A few localities maintain a public hospital 
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which provides care for welfare patients. In the absence of a 
public hospital, welfare departments provide care in voluntary 
hospitals through a per diem payment. Welfare departments usu- 
ally have agreements with hospitals as to the per diem rate to be 
paid and the extent to which extras such as fees for the use of 
operating room, anesthesia, drugs, x-rays, laboratory service, etc. 
will be paid. In hospitals having no staff or in proprietary hospi- 
tals the welfare department sometimes pays fees to physicians and 
surgeons attending public welfare patients. 

It has been estimated that the cost of medical care given by local 
welfare departments (exclusive of New York City) on which State 
reimbursement was paid for the year ending June 30, 1939, 
amounted to approximately $3,000,000. The category of home 
relief accounted for $1,644,403 of this amount. Old age recipients 
accounted for $496,385 for hospital care and $824,039 for home 
eare. The other relief categories accounted for the balance. Pub- 
lic expenditures for general hospital care outside of New York 
City for the calendar year 1939 amounted to $10,336,000. 

The expenditures for home medical care have markedly increased _ 
during the past decade. Outside of New York City in June, 1932, 
the expenditures for medical care in the home were $25,000 which 
in 1939 rose to approximately $200,000 as the average monthly 
expenditure. 

There is a great variation in the administrative methods and pro- 
cedures for distribution of medical care to the needy in the public 
welfare departments. Local plans have been markedly expanded 
and new ones are steadily being instituted. In the larger unit 
there is a trend toward the employment of a physician in the 
capacity of director or consultant in order to secure better adminis- 
trative control and through professional supervision, improve the 
quality of medical care. In the majority of the departments, how- 
ever, there is a distinct lack of centralization and responsible admin- 
istrative direction in the medical program. 

The Commission has reviewed current surveys of medical care 
programs operated by local departments of public welfare. These 
surveys were made by the medical and medical social work staff 
of the State Department of Social Welfare. 

While no two programs among those of the 108 welfare districts 
are strictly comparable, a review of a representative sample of 
these public medical care programs reveals the following variations 
in policies and procedures. 

Although in all of the welfare districts under study there existed 
organized administrative programs for the distribution of medical 
care to public relief recipients, in many instances the lack of under- 
standing of the relationship between medical and social problems 
prevented effective use of all the existing facilities. 

In some of the districts studied the social service and the medical 
care programs functioned independently of one another. In many 
instances personnel of the local social service division were un- 
familiar with the medical problems of their clients and the local 
medical care facilities. The social case records rarely included 
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data on health problems or medical services. Social planning was 
deficient in respect to medical social case work designed to effect 
social and medical rehabilitation. 

The programs studied showed a lack of centralization or respon- 
sible administrative direction. In most instances the local distri- 
bution of medical care to the several relief categories had separate 
and uncoordinated administrative mechanisms. Many methods 
of authorizing medical care were in force. In some instances the 
authorization was practically automatic whereas in others the use 
of medical facilities was frequently discouraged in order to reduce 
tax expenditures. When a lay welfare officer did attempt to dif- 
ferentiate between applicants on the basis of medical need he either 
acted on the basis of his inadequate grasp of medical problems or 
he found it necessary to seek the advice of a physician. Study of 
medical care plans in operation gave clear evidence of the need 
for medical direction and supervision. For the sake of efficiency 
and economy professional medical judgment should be brought to 
bear on the problems of providing appropriate preventive and 
curative medical care for the needy. 

It was found that welfare officers were usually aware of the 
total costs of their medical care programs but did not have readily 
available data on costs for various items, individual clients or types 
of illness. Such data are essential in future planning and adminis- 
tration of public medical care programs. 

Another weakness of the present program is the lack of coordi- 
nation of the various medical and public health programs, public 
and private. While the welfare departments necessarily have 
developed working relationships with the voluntary hospitals, it was 
frequently found that there was little relationship between the 
welfare department and the health department. Further integra- 
tion of the welfare medical program and the public health pro- 
gram is essential to secure maximum results from present public 
expenditures in these fields. 

Under the present public medical care program, medical care 
as a rule is available to persons receiving relief. The scope of the 
Commission’s study of these programs does not permit any evalu- 
ation of the adequacy of this medical care from the viewpoint of 
quality. Such medical care for the medically indigent group not 
on relief is far from satisfactory. A considerable amount of 
hospital care is provided though the extent to which the publie 
welfare authorities have accepted responsibility for payment of 
hospital care for this group varies greatly. Relatively little home 
medical care is provided for this group by the welfare departments. 

In New York City, the requirements of the Public Welfare Law 
in relation to the provisions of all types of medical care for the 
non-relief case is ignored. The New York City Department of 
Public Welfare provides medical care in the patient’s home only 
for persons to whom it grants relief, and there is no public provision 
whatsoever for this type of care for persons not on relief. The 
medically indigent group in New York City have available extensive 
public and private clinic services, but if they are unable to pay for 
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the services of a physician in their home they must depend upon 
the charity of a private physician or call an ambulance from one 
of the hospitals.’ 

While the welfare departments in the rest of the State recognize 
their responsibility under the Public Welfare Law for provision 
of home medical care as well as hospital care for persons not 
receiving relief, the fact remains that relatively little home medical 
care service is provided for this group by the welfare departments. 
The Commission’s study of medical care received by ward patients 
prior to admission to the hospital indicates that the medical needs 
of this group are not being well met and that serious consideration 
should be given in order to make more readily available home 
medical care for the medically indigent not on relief. 

Further study is obviously needed of the policies and practices 
of the welfare departments in administration of the medical pro- 
gram for persons not on relief. The great variation in the eco- 
nomic standards used to determine eligibility, both for home 
medical care and hospital care, must be corrected and ambulatory 
care must be made more readily available, if the present public 
medical care program is to operate effectively in meeting the medi- 
cal needs of this large group of the population. 

Leaders in both the health and welfare fields have recognized 
the need for integration of health and welfare efforts. The follow- 
ing clear statement by Paul V. McNutt, Federal Security Admin- 
istrator, expresses this viewpoint: 


‘‘In planning for health security, we must build on what we 
have, utilizing all existing facilities capable of rendering effective 
medical and health service. Sound planning and good adminis- 
tration are basic to any aspect of the welfare program. Without 
these, effective service is impossible. Along the road ahead where 
public-welfare agencies and public-health departments must meet 
in a coordinated approach to the expansion of public services in 
a community, it is especially necessary that no superfluous admin- 
istrative machinery be set up.’’ 


The following policies and procedures are recommended by 
the Commission as basic to efficient operation of public medical 
care programs by local welfare departments: 


1. Greater centralization and integration of the administration 
of medical care to all categories of relief. 


2. Professional medical direction of the medical program in 
order that medical judgment may be brought to bear on the prob- 
lems of providing appropriate preventive and curative care for 
relief recipients and the medically needy and of keeping expendi- 
tures at the lowest cost consistent with quality and efficiency. 


3. Effective working agreements between the welfare depart- 
ments, medical care and public health agencies in the community 
in order to effect a full utilization of existing facilities and elimi- 
nation of expensive duplication, 
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4, Better coordination of medical care and social service func- 
tions in the welfare departments, to insure the complete indi- 
vidualization of each patient’s medical rehabilitation within the 
limitations of his disease or infirmity. 


5. Accurate recording of data concerning not only the total cost 
of the medical care program but also the costs for various ens, 
individual clients and types of illness. 


6. Adoption of policies which would make more fully effective 
the provisions of the Public Welfare Law in relation to the pro- 
vision of medical and hospital care to those otherwise able to 
maintain themselves who are unable to secure necessary medical 
care. 


If medical care of good quality is to be made available at pub- 
lie expense for persons not able to provide such care for them- 
selves, the advice of a duly licensed physician is essential in the 
determination as to the medical care necessary. This fact became 
so obvious during the course of the deliberations of the Commission 
with other interested agencies that a bill was introduced in the 
legislature at the request of the Commission, to incorporate this 
concept into Sections 83 and 85 of the Public Welfare Law.? 
This bill, with the signature of the Governor, became chapter 682 
of the Laws of 1940, effective April 21, 1940. 


2 See p. 19 for full text of amended Section 83 of the Public Welfare Law. 


Study 3 


STUDY OF PATIENTS DISCHARGED FROM 
HOSPITAL WARDS, 1939 


New York State (Exclusive of New York City) 


This study is based on an analysis of the hospital and welfare 
records of 2,099 patients discharged from the wards of 11 repre- 
sentative hospitals in New York State, exclusive of New York 
City, during 1939, together with an analysis of the interviews 
obtained through personal visits to 771 of these patients. 

The Commission in its preliminary report' to the Legislature 


_ submitted May 15, 1939, included the following among its recom- 


mendations for further study: ‘‘Study of the need for diagnostic 
laboratory and consultant and specialist services, as well as a 
modern clinical, diagnostic and therapeutic armamentarian avail- 
able to all physicians, through public facility, if necessary. In 
meeting this need, consideration should be given to the full utili- 
zation of existing approved general hospitals.’”’ A study along 
these lines should take into account, not only the quantity of medi- 
eal care, but also its quality. This study was planned to obtain 
an insight into problems of medical care in communities of vari- 


1 Legislative Document (1939) No. 97. 
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ous types, served by a variety of general hospitals. It was hoped 
that the data from such a study would aid in planning a long range 
health program. 

It was decided to select for study a group of persons known to 
have been seriously ill. Histories of serious illness should shed 
light on the factors involved in securing medical aid. To study 
the course and effect of severe illnesses, records of individuals 
with a recent illness experience in a hospital were used. Specific 
diagnosis are usually recorded for persons who have been hospital- 
ized. By reviewing records of persons already discharged from 
the hospitals we can make sure that the progress of disease at a 
certain point has been evaluated by persons competent to make 
medical judgments. Both medical and economic data are studied 
to determine the type and effectiveness of the medical care pro- 
vided. 

There is a group of persons in every community who cannot 
bear the extra burden of severe illness. These people are other- 
wise able to maintain themselves, but cannot pay for necessary 
medical care. Persons already receiving other forms of relief are 
of course even more dependent upon public funds when illness 
strikes. 

It was decided to study patients discharged from hospital wards, 
since these two groups make up a large proportion of the admis- 
sions. The fact that an individual has had a hospital experience 
provides a focus in his medical history from which it is possible to 
trace factors relating to the availability and adequacy of the 
medical service he gets, together with the economic problems 
involved. 

To obtain a fair sample, studies were made of records of ward 
patients in different types of hospitals serving rural, suburban 
and urban communities—together with the degree of community 
organization to meet health and welfare needs in these communi- 
ties. This community organization included the presence of full- 
time or part-time health officers, presence or absence of organized 
clinics, and the extent to which welfare activities were centralized 
in the county department or were served by county and town wel- 
fare officials working independently. 

Since hospital staff organization and the accessibility of hospital 
facilities, including diagnostic and curative services, are reflected 
in the activities of each medical practitioner in the hospital area 
and may greatly influence the type of medical care which each 
individual medical patient receives, the 11 general hospitals 
studied were analyzed both with respect to the type of control, 
publie or private, and, in communities they serve, the extent to 
which they meet the standard ratio of 4.5 hospital beds per thou- 
sand of population. 

A hospital, in order to fulfill its purpose, must be readily acces- 
sible to the population it serves both in respect to geographic 
location and ease of gaining admission. 

Ward cases at each hospital were selected in reverse order of 
discharge, the series beginning with the most recently discharged 
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patient. Since the rate of patient discharge varied from hospital 
to hospital, the earliest discharges from the various hospitals fell 
on different dates. However, in the series of samples studied, 
which ranged from 80 to 600 ward patients, no discharge occurred 
prior to February 1939. The size of the samples selected from 
each hospital was decided on the basis of the population of the 
area served and the total admissions to the hospital. 

A graduate nurse with training and experience as a hospital 
inspector, was employed to secure data from hospital and welfare 
department records. The primary emphasis in the study of medi- 
eal records was on the history of each patient’s disease in terms 
not only of medical sequence but also of individual and family 
welfare. No attempt was made to evaluate the quality of hos- 
pital care. The illness which led to hospitalization was considered 
the major subject of study. Information was collected relating 
both to the type of illness of each patient and its duration and 
severity—and also the stage of disease when medical care was 
first given, who gave the care, the results of the diagnostic and 
eurative measures provided, and the method of payment for the 
care given. In addition to data relating to physical examinations 
and the use of laboratory procedures, used as evidence of the 
extent to which modern diagnostic methods were used, inquiry 
was made concerning the use of home remedies for the extent to 
which the use of preventive measures would have mitigated the 
disease process and lightened the economic burden. When delay 
occurred in securing prompt medical attention, an attempt was 
made to determine whether the reason was deficiency in medical 
facilities, inability to pay for medical care, lack of appreciation 
of the need for medical care, or sheer neglect. 

In order to obtain a fair basis for interpreting data relating to 
medical care, inquiry was made into the economic background of 
the family. The relief history was considered part of the essential 
data, since serious illness may be the cause of indigency or vice 
versa. 

The information collected from the hospital and welfare records 
was supplemented by information secured by public health nurses, 
by visits to the homes of patients. In these visits an inquiry was 
made with regard to their medical experience before and after 
the hospitalization and the economic background of the family. 

Form 1 was designed to record the information for patients 
discharged from hospital wards—from hospital and welfare depart- 
ment records—and the 2,099 completed schedules were statistically 
analyzed by a statistician on the staff of the Commission, aided by 
personnel and punch ecard equipment made available by the State 
Departments of Health and Social Welfare. 

Form 2 was designed to tabulate data compiled by the public 
health nurse investigators at the time of the field interviews with 
patients or responsible members of their families. Information 
of this type was secured in time for inclusion in this study for 771 
of the 2,099 patients for whom information was secured on Form 1. 
Hence the tabulations of Form 2 information is provisional only, 
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and complete analyses of all available data will be presented in 
a future report of the Commission. 

The data secured on Form 1 from an analysis of the hospital 
and welfare records of 2,099 patients discharged from the wards 
of 11 representative hospitals in upstate New York during 1939 
included for each patient hospital, age, sex, color, marital status, 
occupational group, length of stay in hospital, discharge diagnosis, 
where the surgery was performed, survival, physician who treated 
patient in hospital, and agency responsible for hospital (including 
method of payment when patient was responsible). 

The age distribution of these patients combined for all hospitals 
showed no unusual features and should be compared with Charts 2 
and 3 presented above in the Summary of Study 1. The maximum 
frequency was reached in the age group 25 to 35 which accounted 
for 17 percent of all cases. Almost half of the 365 patients in this 
age group were hospitalized for puerperal conditions. Beyond 
age 385, the numbers hospitalized in each successive 10-year group 
decreased until the group aged 65 years and over—which, although 
numerically fewer in the community, contributed dispropor- 
tionately to this hospital population. 

The sex distribution of the patients revealed an excess of females 
over males in a ratio of about 3 to 2, with this ratio even higher 
in the rural hospitals studied since a large portion of the ward 
eare in these hospitals was for obstetrical conditions. 

The occupational distribution of patients revealed the same trend 
with the housewife group accounting for 722 individuals or almost 
a third of the total studied and about 60 percent of the entire 
group of female patients. This observation is further supported 
by the discharge diagnoses among which the puerperal state 
accounted for 390 of the 2,099 cases. 

The length of stay in the hospital, when analyzed, shows that 
the mean (average) length of hospital stay was about 16 days 
and the median (middle) length of stay was 10.6 days, for the 
2,093 cases for whom the length of stay in the hospital was 
reported. For a more detailed analysis of length of stay see 
Charts 10 and 12, pages 47 and 49. 

In order to indicate the influence that ability to pay for hos- 
pitalization may have had on the length of hospital stay, the 
periods of hospitalization were analyzed separately by patient and 
public welfare responsibility for payment of the hospital bill. The 
mean and median lengths of stay, respectively, of patients for 
whom a public welfare agency assumed responsibility for hos- 
pital bills was 20.4 days and 12.6 days in contrast to 9.5 days and 
8.2 days when the patient’s family was responsible. 

The discharge diagnoses, copied from the hospital records, were 
eoded by a physician using a modification of the Welfare Council 
‘*Classified List of Diagnoses for Hospital Morbidity Reporting.’’ ? 


2 Published May 1939, Research Bureau of the Welfare Council of New York 
City, based on the “Standard Classified Nomenclature of Disease” by H. B. 
Logie, The Commonwealth Fund, 1933. 
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The main groups of this short list of 90 titles are in general 
based on anatomical considerations, with the exception that gen- 
eral infections, neoplasms, and rheumatic, metabolic, and trau- 
matic conditions are given precedence. 

The diagnoses of the greatest number of patients referred to 
the puerperal state, and, as stated above, accounted for 390 of the 
2,099 cases. Diseases of the digestive system accounted for 353 of 
the cases; of these 188 were diagnosed appendicitis. Diseases of 
the respiratory system comprised 339 cases, of which 193 were 
infectional hypertrophy of the tonsils or adenoids. There were 
also 123 cases of neoplasm and 97 cardio-vascular cases. These 
data are shown in Chart 11, page 48, and should be compared 
with the findings of the first study as revealed in Chart 7, page 30. 

Economie conditions in relation to diagnosis are revealed in the 
observation that hospital bills for illnesses which were of a pro- 
longed nature were assumed as a responsibility by public welfare 
officials in a higher proportion than diseases of shorter duration. 
For example, welfare departments assumed hospitalization costs 
for: 25 of the 35 cases of tuberculosis of the respiratory system; 
and, 71 of the 123 patients with neoplastic diseases. On the other 
hand, only 148 out of 390 puerperal cases and 56 out of 142 cases 
of acute appendicitis—were accepted as public charges for the 
cost of their hospitalization. 

The surgical rate in this study was 40 percent of all the patients, 
and the obstetrical rate was 17 percent. Although surgical cases 
made up 40 percent of the entire group of cases, only 13 percent 
of the 168 hospital deaths recorded in the study occurred among 
surgical cases. The greatest number of deaths occurred in the 
cardio-vascular disease group. 

The responsibility for payment of hospital charges revealed 
that 833 or 40 percent of the 2,099 patients were expected to pay 
for their own hospital care—and less than half of these paid their 
hospital bills in eash. Fifty percent, or 1,055 patients, were 
referred to public welfare officials for hospitalization at public 
expense. In comparison with the percentage (40) for all patients, 
a slightly higher proportion of surgical patients (46 percent) and 
obstetrical patients (57 percent) were expected to meet the costs 
of their hospitalization from their own resources. In general, the 
hospitals in the rural areas had a relatively high proportion of 
patients expected to assume responsibility for hospital charges. 

All of the data relating to responsibility for payment of hos- 
pital charges are graphically presented in Chart 12, page 49, which 
should be compared with Chart 1, page 18. 

The data secured on Form 2 was filled out by the public health 
nurse investigators for 771 patients at the time of the home inter- 
views with patients or responsible members of their families, and 
were analyzed and tabulated to cover the following items: medical 
care, intervals between first symptoms of illness leading to hos- 
pitalization, first medical attention and hospital admission, time 
between hospital application and hospital admission; scene of 
first medical visit and reason for delay (if any) in securing medi- 
cal care; self medication ; physician’s services prior to illness which 


AY 


led to hospitalization; physician’s services in present illness and 
payment therefor; clinic services prior to hospitalization for this 
illness; person or agency responsible for hospital care expense; 
follow-up services after hospital discharge; and the economic his- 
tory—ineluding individual and family group annual cash incomes. 

A study of the intervals having a bearing on the medical care 
of patients discharged from hospital wards in relation to the ill- 
nesses for which they were hospitalized, is summarized in Chart 
13, page 50, and revealed in the instances where specific informa- 
tion was available that: 

In 22 percent of the cases medical care was provided within 24 
hours of the first symptom of the illness and that more than two- 
fifths of the cases were admitted to the hospital within the same 
period—at the other extreme, a group of 42 patients waited more 
than five years after first observing symptoms before receiving 
medical attention. 

In 80 percent of the cases patients were admitted to the hospi- 
tal ward within 24 hours of application for admission. Few of the 
delays indicated difficulty in securing admission to the hospitals 
since, in some instances, patients preferred to make hospital 
arrangements in advance for obstetrical care and surgery. In no 
instance was there evidence that an emergency case was delayed 
in being admitted to the hospital. 

Forty-five percent of the patients reporting indicated that they 
received their first medical attention in a physician’s office for 
illness which led to hospitalization, and 31 percent received their 
first medical attention at home. Only 17 percent of the patients 
received their first medical attention from a physician in the clinic. 

More than half of the patients reported that there was a delay 
in securing medical care—of these, more than half stated that 
they had not realized the need for medical care, and a third gave 
inability to pay as one of the reasons for the delay. In only three 
instances did patients state that the delay in securing medical 
attention was due to refusal of public welfare officials to authorize 
eare at public expense. With respect to self-medication, more than 
one-fourth of the patients interviewed admitted this practice, of 
whom the majority accepted the advice in this respect of a mem- 
ber of the family. 

Forty-one percent of the patients interviewed stated that they 
had never had a physical examination prior to the illness which 
led to hospitalization—and only a third of the patients reporting 
a physical examination (representing 20 percent of all the 
patients) had an examination which included the minimum 
requirements of physical inspection of all parts of the body with 
clothes removed, use of stethoscope, and recording of blood 
pressure. 

Fifty-three percent of the physical examinations reported 
ineluded at least one laboratory procedure—48 percent of these 
examinations were performed at clinics (including school clinics) 
and 33 percent were performed at physicians’ offices. 

Care by private physicians during this illness and prior to 
hospitalization was reported by 80 percent of the patients (obstetri- 
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eal patients excluded) of whom about two-thirds had been under 
care for less than a month. Consultants were called by private 
physicians prior to hospitalization in only 54 cases. Responsibility 
for payment for physicians’ services for this illness and prior to 
hospitalization was stated to be assumed by 73 percent of the 585 
patients eared for by private physicians. Physicians were known 


to have extended credit to 332 of the patients assuming full 


responsibility for payment. (Free care by physicians was reported 
in only 16 cases.) 

Medical or nursing care following hospital discharge was reported 
by three-fourths of the 745 patients interviewed. However, nursing 
services were received by only 9 percent of all surviving patients 
receiving care following hospital discharge. Private physicians 
attended 333 patients and clinic services were given to 188 patients 
after leaving the hospital. 

Family cash income information was obtained for 645 of the 771 
patients interviewed and analysis of these reports revealed that: 
public relief was the only form of income for 11.5 percent of the 
families; no cash income whatsoever was reported for 2.6 percent ; 
and only 36 percent of these families received $1,000 or more per 
year from all sources combined. 

A report on the ante-partum care for the 141 obstetrical cases 
in the study revealed that eight received no medical attention prior 
to hospitalization and that of the 133 patients who received ante- 
partum care, 60 percent were attended by private physicians and 
the rest received care in clinics. Almost half of the obstetrical 
patients received some medical attention within the first five 
months of pregnancy—but three patients received their first medi- 
eal attention within 24 hours of hospitalization. 

Only five of the 137 pregnancies terminating in delivery in the 
hospital were terminated earlier than the ninth month of pregnancy. 
There was only one instance in which the patient was delivered 
before reaching the hospital and in this case a physician was in 
attendance. 

A physical examination by a private physician during the 
pregnancy was reported by 90 percent of the patients, although 
less than half of the patients examined reported that such examina- 
tion included a vaginal examination, blood pressure, urinalysis, 
and a blood test for syphilis. A blood pressure reading was the 
most common of these procedures and the vaginal examination the 
least common. 

Provisional analysis of data obtained from health and welfare 
records of 2,099 patients discharged from the wards of 11 hospitals 
and 10 representative communities in New York State, and inter- 
views by public health nurses, with 771 of these patients reveals 
the following : 

The proportion of female to male patients was three to two in 
all the hospitals studied—with this ratio higher in the rural hos- 
pital wards, possibly due to the fact that conditions of the puerperal 
state, numerically, made up the largest diagnostic group of the 
patients studied. 
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Diseases of the digestive system, appendicitis predominating, 
formed the second largest group; diseases of the respiratory 
system ran third, with hypertrophy of the tonsils comprising the 
majority of these cases. 

Hospital ward patients for whom public welfare agencies assumed 
financial resposibility were more frequently suffering from diseases 
with a long course, such as neoplasms and tuberculosis, and 
tended to remain in the hospitals for longer periods than patients 
expected to pay their own hospital bills. 

Forty percent of all the patients assumed responsibility for the 
payment of their hospital charges—surgical and obstetrical patients 
appeared to be able to assume full responsibility more often than 
non-surgical patients—and the proportion of patients undergoing 
surgical treatment tended to be higher in rural than in urban areas. 

Of the patients treated prior to hospitalization by private phy- 
sicians, 73 percent stated they assumed responsibility for the pay- 
ment of physicians’ fees—however, physicians extended credit to 
78 percent of these, indicating that even before hospitalization 
patients experienced difficulty in meeting medical costs. 

Less than 12 percent of the patients interviewed reported that 
their only form of income was from public relief—on the other 
hand only 36 percent of the families of all patients reporting in- 
comes received $1,000 or more a year. The distribution of hos- 
pital ward patients by annual family cash income is summarized 
in Chart 14, page 51. 

Failure to realize the necessity for medical care and inability to 
afford a private physician were the predominating reasons by 
patients who reported delay in securing medical attention; self- 
medication was reported by 27 percent of the patients, for the 
most part following the recommendation of another member of 
the family. 

Only 57 percent of the ward patients studied reported having had 
a physicial examination for the illness which brought them to the 
hospital; periodic physical examinations were reported by only 
14 percent. 

Forty-seven percent of the obstetrical patients stated that they 
began their ante-partum care in the sixth month of pregnancy or 
later; 8 percent received their first medical attention within 24 
hours of admission in the hospital for delivery. 

Of the obstetrical patients seen by private physicians during 
pregnancy, 90 percent reported physical examinations and in 44 
percent of these examinations all four of the following procedures 
were done: blood pressure, urinalysis, blood test for syphilis and 
vaginal examinations. 

Three-quarters of the patients stated that they had medical and 
nursing attention after discharge from the hospital and such care 
was provided more frequently in the urban areas. 

Hospitalization charges for more than one-half of the ward 
patients studied were paid from public funds—these patients 
included those suffering from the more serious and prolonged 
illnesses. 
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Study 4 


PAY STATUS OF PATIENTS IN HOSPITAL WARDS AND 
CLINICS IN NEW YORK STATE, NOVEMBER, 1939 


Payments toward the cost of hospital ward and clinic service 
may be assumed by the patient or his family, they may be accepted 
by government, or they may be borne by the hospital as a charitable 
service to the community—dependent upon the economic status of 
the patient. 

A survey was undertaken for the month of November, 1939, to 
determine upon whom the burden of payment might fall for the 
eare of patients in the wards and clinics of general hospitals in the 
State. Information was sought to reveal the interrelationship 
between the economic status of the patient (i. e., the income source: 
relief, WPA wages, or other) and the assumption of responsibility 
of the payment for care. 

The data collected covered 7,208 ward patients in 63 general hos- 
pitals in upstate New York and 12,652 ward patients in 40 vol- 
untary general hospitals in New York City, but the two samples 
are not strictly comparable because the New York City sample 
excludes the 26 hospitals operated by the New York City Depart- 
ment of Hospitals, which has the major responsibility for the 
hospitalization of public charges. 

The 63 general hospitals studied in upstate New York had a 
total ward bed capacity of 3,069, and, of the 7,208 ward patients 
cared for during the month, one-third were receiving public relief, 
5 percent were among families receiving WPA wages and 62 per- 
cent had income from other sources. 

Over 50 percent of all ward patients in the upstate hospitals in 
the study were expected to contribute toward the cost of their hos- 
pitalization: 86 percent to pay the full ward rate; and, the 
remainder, the partial ward rate. Forty-four percent of all ward 
patients were referred to public welfare officials; 84 percent of 
these had been accepted as public charges at the time of reporting. 

Ward patients receiving relief were uniformly (95 percent) 
referred to welfare officials, and 88 percent were accepted as 
public charges; 13 percent of the persons not receiving relief or 
WPA wages were referred to welfare officials (two-thirds accepted), 
and 80 percent of this group as well as 15 percent of the patients 
receiving income from WPA wages were expected to pay part 
or all of the hospital expense. Only 2.3 percent of all the patients 
were reported as receiving free charity ward service in the upstate 
hospitals studied. 

At the upstate hospitals the per diem rate for ward patients 
varied from $2.25 to $5; the majority ranged between $3 and $4; 
and, all but two hospitals made additional charges for extra services. 

The per diem charges made to departments of public welfare for 
the care of patients accepted as public responsibilities fell in 
approximately the same range as charges to paying patients. A 
review of hospital statements regarding specific extra charges made 
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to welfare departments showed a diversity of practice and extreme 
variations in charges for specific extra services. 

Forty general voluntary hospitals in New York City submitted 
data which could be utilized in the present tabulation. These hos- 
pitals had a total ward bed capacity of 7,778 and reported a total 
of 12,652 ward patients cared for during the month of November, 
1939. The New York City results are not strictly comparable with 
those obtained in upstate New York since the 26 hospitals operated 
by the New York City Department of Hospitals were not canvassed. 
The New York City Department of Hospitals, in addition to main- 
taining a municipal hospital system, is empowered to consider and 
accept as public charges, patients both with and without relief 
status and to reimburse voluntary and proprietary hospitals for 
their care. Voluntary hospitals, when the patient himself is unable 
to pay, may elect to apply for such reimbursement, refer the patient 
to a city hospital for care or accept patients as free charity ward 
cases. 

Of the 12,652 ward patients studied in New York City, of whom 
41 percent were expected to contribute toward costs of hospitaliza- 
tion; 12 percent were reported as recipients of relief, 6 percent 
were supported through WPA wages and 82 percent received 
income from neither of these sources. More than one-third of the 
last group, and two-fifths of all the ward patients, were referred 
to the Department of Hospitals for authorization of hospitalization 
at public expense. Sixty-one percent of all patients so referred, 
including two-thirds of the ward patients on relief (12 percent of 
total), had been accepted as public charges by the end of the month. 
The voluntary hospitals studied accepted 17.5 percent of all ward 
patients for free care—and more than one-fourth of these were 
receiving relief or WPA wages. 

In the 40 voluntary hospitals in New York City from which ward 
rate data were obtained the per diem rate for paying ward patients 
varied from $2.50 to $4.50, the majority between $3 and $4; and, 
all but one hospital made additional charges for extra services. 

The data on the pay status and income source of patients attend- 
ing, during November, 1939, the out-patient clinics of voluntary 
hospitals, covered 5,329 patients (11,148 visits) in 12 upstate clinics 
and 32,124 patients (162,204 visits) in 21 New York City clinics. 
This obviously represents only a fraction of the clinic care given 
in both areas. Further, extreme caution should be exercised in 
drawing any conclusions based on a comparison of these two sets 
of data since the New York City study did not include the exten- 
sive free clinic systems operated by the Departments of Hospitals 
and Health—a type of service which, with one or two notable 
exceptions is not available in upstate New York. 

Keeping in mind the above reservations, the following observa- 
tions may be made: 

The upstate New York clinics rejected 2.1 percent of the patients 
who applied for care, while in New York City 10.2 percent were 
rejected, but more than one-half of these were recorded as rejected 
because they had been referred to, or were already under the care 
of, other clinics in the city, 
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One-half of the patients accepted for care at the upstate clinics 
during November, 1939, were recipients of relief or WPA wages, 
whereas these groups accounted for only one-fourth of the patients 
accepted by the New York City voluntary hospital clinics. 

Sixty-seven percent of all patients (72.3 percent of visits) 
accepted by the upstate clinics received free care in contrast to 
40 percent of patients (53.3 percent of visits) in New York City. 

Clinic fees were paid by 30 percent of the patients accepted in 
the upstate hospital clinics in November, 1939, compared with 61 
percent making such payments in New York City. Public welfare 
funds paid for clinic fees of 3 percent of the patients accepted in 
the voluntary hospital out-patient departments in upstate New 
York. As a matter of policy, New York City does not reimburse 
voluntary hospital clinics because it operates a municipal system 
of clinics. 


Study 5 
GRADUATE MEDICAL EDUCATION IN NEW YORK STATE 


The education of the physician should never cease. Graduation 
from medical school marks merely his entry into broader fields of 
scientific endeavor, both theoretical and practical. Supervised 
instruction in a modern hospital is a most valuable means of pre- 
paring for the intelligent practice of medicine. Contact with 
recognized medical leaders serves as an inspiration and guide to 
the young physician in the development of his personality and 
individual skills. It is practical medical education at its best. 

It was the recognition of these factors that led certain schools of 
medicine to require one year of approved intern training for the 
degree of Doctor of Medicine and the legislatures of divers states 
to amend their medical practice acts to require one year of intern 
training as a prerequisite for medical licensure. New York State, 
however, does not require one year of intern training for medical 
licensure, although in 1939, 21 other states, the District of Columbia, 
Alaska and Porto Rico, had such a requirement. 

On April 25, 1939, the House of Delegates of the New York State 
Medical Society adopted a resolution favoring State legislation 
creating a one-year internship requirement. 

On November 16, 1939, a round-table conference was held at the 
New York City Academy of Medicine to consider this and allied 
problems. It was attended by representatives of organized medicine, 
hospital associations, State departments, the board of medical 
examiners, the deans of all the medical schools in New York State, 
and Commission members and staff. 

On the question presented, namely, the advisability of State 
legislation requiring one year of intern training at a hospital 
approved for this purpose as a prerequisite for medical licensure, 
the conference registered its unanimous approval. This came after 
a thorough discussion of all phases of the problem including the 
adequacy of training facilities, method of their approval, type of 


aA so i Bs 


intern requirements desired and of needed educational facilities in 
a modern hospital. 

To orient the Commission on the advisability and effect of legis- 
lation requiring one year of internship, the technical staff conducted 
three inquiries. 

First, a study to determine the extent to which general hospitals 
in New York State approved by American Medical Association 
standards offered an opportunity for training showed that 102 
hospitals with 41,870 beds have 1,684 internships; and, 39 of these 
hospitals are outside of New York City and offer 337 internships. 

Of the 102 hospitals, 80 are under voluntary control, 20 under 
public control (16 being city hospitals), and 2 are proprietary. 
These public hospitals form 20 percent of all hospitals but offer 39 
percent of total intern appointments; in fact, 13 city hospitals in 
New York City account for 569 or one-third of all internships in 
the State. In upstate New York 17 percent of the general hospitals 
which include 42 percent of the total beds, and 25 percent of all 
voluntary general hospitals representing 51 percent of the hospital 
beds are approved for intern training. 

It should be noted that many general hospital beds are in the 
infirmaries of Federal and State hospitals which maintain full-time 
paid medical staffs. 

Second, since the effect of legislation requiring one year of intern- 
ship in an approved hospital might be to deprive unapproved hos- 
pitals of the services of interns (or residents), a study was made of 
the 163 general hospitals in upstate New York not on the approved 
list for training interns. They were sent a questionnaire request- 
ing information concerning their visiting ward service, resident, 
and intern staffs. In addition, information was requested relative 
to the medical school, graduation date and previous intern service 
of all residents and interns. 

A tabulation of the replies from 105 hospitals containing 7,715 
beds, a representative sample of the upstate unapproved general 
hospitals, from the standpoint of size and control, showed that 69 
hospitals, among which 25, with bed capacities ranging between 50 
and 200, had no interns or residents, 2 had interns and residents, 
23 had residents only, and 11 interns only. Thirty-one of the 37 
hospitals with no attending ward service and 41 of the 58 hospitals 
with an open visiting staff, did not have an intern or resident. Of 
29 physicians serving internships in 13 unapproved hospitals only 
one had previously completed an approved internship. Six of the 
29 had graduated from accredited American or Canadian medical 
schools, 15 from unaccredited American or Canadian schools, and 
8 from foreign schools. 

Of 438 residents in 25 hospitals, 6 were graduates of unaceredited 
American or Canadian schools, 8 of foreign schools and 38 reported 
approved internships before becoming residents. 

In the sample studied, only 28 physicians without previous 
approved internships, interns in hospitals unapproved for intern 
training, would be affected by legislation making one year of 
approved internship compulsory ; and, only 13 hospitals might find 
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difficulty in securing interns under the same circumstances. Out 
of 72 interns and residents reported in hospitals unapproved for 
intern training in upstate New York were 21 graduates of unac- 
eredited medical schools and hence legally not eligible to practice 
medicine in New York State. 

Third, to ascertain how many licensed physicians in New York 
State have had one year of approved intern training, although the 
same was not required for medical licensure, a study was made with 
the aid of the American Medical Association of the intern experience 
of physicians licensed to practice medicine in New York in 1937 
and 1938. A tabulation of individual records showed that out of 
3,261 physicians licensed to practice during 1937 and 1938, 771 had 
not completed or had no record of internship and 202 had interned 
in hospitals unapproved for intern training. Of the 771, 581 (75.3 
percent) were graduates of foreign medical schools. In 1937, 5.5 
percent, and in 1938, 6 percent, of the American and Canadian 
graduates were not recorded as having completed a year of intern 
training; and, during the same years, 1,404 (65 percent) of the 
2,161 completed approved internships were served in New York 
State hospitals. 

It was noted that in 1937 and 1938, 23 graduates of medical 
schools non-accredited in New York State achieved New York 
licensure by endorsement of licenses issued in other states. 

Adoption of an internship requirement by New York State 
would have its greatest effect on physicians who are not graduates 
of American and Canadian schools. 

The round table conference discussed another question dealing 
with the advisability of the establishment at the State level of a 
voluntary register of medical specialists, endorsing such a proposal 
in principle but recommending that, for the present, such regis- 
tration and endorsement of specialists be left with the non-govern- 
mental groups active in such work. 

As a result of these studies two bills were prepared and sub- 
mitted to the State Legislature. One,’ designed to require the com- 
pletion of a one-year internship approved by the Department of 
Education as a prerequisite for license to practice medicine in New 
York State, was introduced in the Senate and Assembly by Mr. 
Mahoney and Mr. Mailler, respectively. 

The second,” designed to protect the public against the practice of 
medicine by graduates of unaccredited medical schools as interns 
or residents in hospitals in New York State, was introduced in the 
Senate and Assembly by Mr. Mahoney and Miss Todd, respectively. 

The quality of medical care, so difficult of supervision, is as 
important as its system of distribution. Good medicine requires 
trained and ethical practitioners. 

Legislative proposals, within reason, are one means of creating 
formal standards to safeguard and improve such quality. 


1 This bill was passed by the 1940 Legislature and vetoed by the Governor. 
2 This bill became law April 26, 1940. (Chap. 761, Laws of 1940.) 
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Study 6 
HEALTH INSURANCE 


This study is devoted to a detailed consideration of insurance, 
voluntary or compulsory, as one of the methods for the distribu- 
tion of medical care. 

The Commission immediately recognized that while compulsory 
health insurance is one of the methods of distributing medical 
care, it is primarily a procedure for pooling funds contributed by 
insured persons and their employers, using such funds to pay 
for such medical care and to provide cash benefits to the insured 
during the periods of disability. It was recognized by the Com- 
mission that the medical needs of wage earners, including their 
dependents, in fixed income levels, could be met in many ways 
which differed, one from the other, both with respect to the scope 
of medical services provided and the methods by which such 
services were distributed, supervised and paid for. 

Compulsory health insurance, therefore, should be considered in 
the light of its development in foreign countries, the applicability 
of such development to New York State, and its relationship to 
other methods of distributing medical care which might be more 
appropriate to conditions prevailing in New York State. Hence, 
the studies made by the Commission of existing and proposed 
schemes for public provision of medical care, and studies of vol- 
untary hospital services and medical care insurance programs 
should be carefully weighed, together with the private practice 
of medicine, in the evaluation of this study of health insurance. 

‘‘Health Insurance,’’ voluntary or compulsory, may be defined 
as a method of pooling risks and resources to budget and pay the 
costs of medical care and/or compensate for loss of earnings due 
to disability. The organization of many people under a single plan 
is considered necessary to pool the risks. The technique of small 
periodic prepayments is a method used to pool the resources. 

Two procedures can be used to apply the insurance principle 
to medical care: voluntary cooperation of a number of individuals 
or groups; or a governmental requirement that certain economic 
or occupational groups join a scheme safeguarded, guaranteed and 
assisted by law. 

There is no innate relationship between the mechanism of dis- 
-tributing medical care and the method of paying for the costs 
of such care. 

Services may be distributed on the basis of the individual or 
group practice of medicine and paid for through a prepayment 
arrangement. 

Group practice may be defined as the cooperative practice of 
medicine by physicians for the purpose of pooling experience, 
equipment and earnings. 

‘*On the economic side, a wisely arranged association of general 
and special practitioners will obviously have the result of making 
possible very large savings in overhead, which, today, particularly 
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in the case of the specialist, has become a very important charge 
against his gross income. That this does, in fact, occur has been 
frequently denied, chiefly by the various groups commonly referred 
to as ‘organized medicine.’ ’”4 

The proponents of the individual practice of medicine believe 
that group practice, especially on an insurance basis, will result in 
an undesirable limitation to the patient of free choice of his physi- 
cian, as well as an impairment of the quality of medical care 
provided through a system of regimentation and lay control. 

The platform of the American Medical Association advocates 
‘‘The continued development of the private practice of medicine, 
subject to such changes as may be necessary to maintain the quality 
of medical care and to increase its availability.’’ 

While the primary purpose of health insurance is to provide 
means of budgeting to meet the costs of needed medical care, it 
is important to keep in mind the wage classes of the employed 
population who might be covered as well as the trends in the net 
incomes of physicians. 

In New York State, of the approximately four million employees 
covered by the old age insurance provisions of the Social Security 
Act, in 1937, 56.2 percent were in wage classes of under $1,000 per 
year, and 86.4 percent in wage classes under $2,000 (Monthly Social 
Security Bulletin, April 1939, p. 17). 

In 1929, complete specialists had an average net income of 
$10,000; partial specialists of $6,100; general practitioners of 
$3,900. Fifteen percent of the general practitioners earned less 
than $1,500 and 30 percent less than $2,500 (Committee on the 
Costs of Medical Care). 

In a paper recently delivered before the meeting of New York 
County Medical Society on Economie Conditions of Physicians in 
New York City, Dr. Ernest P. Boas pointed out that the most 
recent studies show a tremendous drop in income from the year 
1929 to 1938, a ‘‘drop that reaches between 50 percent and 60 
percent. I have obtained from the Bureau of Medical Economics 
of the American Medical Association the data that they have 
available. They represent surveys made in many parts of the 
country, in small and large communities. From a consideration 
of all the figures, I believe that it is fair to estimate that the average 
net income of the general practitioner in the year 1936 was about 
$3,500—the median was less.’’ 


VoLuNTARY HEALTH INSURANCE 


Sponsors of Voluntary Health Insurance 


There is a great variety of organizations which may assume—in 
fact, have already assumed—responsibility for developing volun- 
tary plans based on the application of the insurance principle. 


1 Cabot, Hugh. The Doctor’s Bill. Columbia University Press, N. Y., 1935, 
p- 69. 
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The sponsors may be classified by their approach: one group 
handles different types of plans on a commercial or profit basis; 
the other group sponsors non-profit arrangements. 

Outstanding examples in the first group are commercial insur- 
ance companies, writing either individual insurance or group 
insurance. Well-known sponsors in the second group (listed in the 
order of historical development) are mutual benefit associations, 
fraternal orders, industry and business, unions, colleges and uni- 
versities, consumer cooperatives, voluntary agencies, medical socie- 
ties and other groups of physicians. 

It is hard to describe common elements in all of these develop- 
ments because of the great variety of pioneering organizations and 
the widely varying type of approach. However, there has been a 
definite trend towards developing the contributory principle and 
emphasizing the provision of services. 


Non-profit Free-choice Plans Offering Insurance against Costs of 

Hospitalization 

The technique of insurance against the costs of hospitalization 
has been used on a broad basis by the establishment of non-profit 
free-choice plans for hospital care. The basic ‘principle of these 
plans is group budgeting of hospital care by group prepayment. 

This movement dates back to 1929 when Baylor University, in 
Dallas, Texas, made an agreement with 1,500 school teachers to 
provide three weeks’ hospitalization in return for a fixed prepay- 
ment. The idea spread rapidly, particularly during the last five 
years. By January 1, 1940, there were 60 non-profit free-choice 
hospital plans in operation for about 444 million people as con- 
trasted to one plan with 2,000 members in 1933. Plans of this type 
were given legal status in New York State by legislative action in 
1935. So far, 24 states, representing a population of about 88 mil- 
lion, have passed enabling acts for non-profit hospital service plans. 
Nine states have ruled, through their attorneys general or depart- 
ments of insurance, that non-profit hospital service plans are not 
‘‘insurance’’ and have permitted them to operate under the general 
corporation laws, exempt from the regulations covering stock and 
mutual insurance companies. 

The ‘‘ Associated Hospital Service of New York,’’ established in 
1935, is notable for its large enrollment, covering 1,358,000 people 
in the 17 counties in the metropolitan area by January 1, 1940. 
Other plans covering New York State have headquarters in 
Rochester (coverage 131,427 persons) ; Syracuse (coverage 92,565 
persons) ; Buffalo (coverage 96,893 persons). In addition, plans 
are in operation from Albany (coverage 44,237 persons), Geneva, 
Jamestown, Utica (coverage 51,367 persons) and Watertown. 

Trends and developments in this field are revealed in the experi- 
ence of the ‘‘ Associated Hospital Service of New York’’? which 
‘‘has grown to the position where it is paying eight million dollars 


2 Report of Progress (1940). 


60 


a year for the hospital care of subscribers. Hospital bills totalling 
more than sixteen million dollars have been paid by this voluntary 
non-profit plan since it was established five years ago. 

‘With an enrollment of more than 1,350,000 persons, or one 
out of six in the New York area, Associated Hospital Service is 
the largest of 60 non-profit hospital plans throughout the United 
States. The number of our subscribers increased more than a 
quarter of a million during 1939.’’ 

The developing of non-profit free-choice hospital plans, spon- 
sored by a group of participating member hospitals and community 
representatives, is highly significant and important. It stimulates 
general interest in the method of prepayment for medical care; 
emphasizes the provision of services rather than cash indemnity ; 
shows how the financial burden of high cost illness, usually requir- 
ing hospitalization, can be alleviated for the patient, and tends to 
give the physician more freedom in suggesting types of treatment, 
hitherto not easily accessible to many patients. 

Hospitals also benefit from these new plans—through assurance 
of a regular and substantial income. It has been a noble tradition 
of voluntary hospitals to use surplus income from high cost private 
room accommodations together with revenues from philanthropic 
sources to provide free care. A steady decrease in the use of private 
rooms and in hospital income from philanthropy, together with 
increasing demand for free care, ward service, and semi-private 
accommodations brought many voluntary hospitals into financial 
distress. During a sample month in 1930, among 150 voluntary 
hospitals in New York City, one-third of the private and semi- 
private beds were empty and in 1934 one-half.® 

Yet, for the patient and the community, existing group hospital 
plans meet only a part of the need. Payments for the services 
of physicians as well as hospitalization for socially important dis- 
eases or conditions are excluded from the plans. The duration of 
hospital service is limited, old people usually cannot qualify as 
subscribers, and the service as it stands is accessible only to the 
economic groups of the population eligible to subscribe and able to 
pay the premiums. 


Prepayment Plans for Medical Care, Covering Physicians’ Care or 
a Variety of Services 


General Characteristics—The rapid development of prepay- 
ment plans for hospital care clearly indicates the public’s strong 
interest in the method of insurance. Both the achievements and 
the shortcomings of non-profit free-choice hospital plans appear 
to have accelerated efforts to develop similar mechanisms for 
services other than hospital care. 

In various parts of the country prepayment plans covering a 
variety of fundamental medical services have been in operation 
for a number of years and new programs are announced each 


8 Davis, Michael M., Tough Facts About Hospitals, The Survey, July 1937, 
pp. 219-220. 
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month. These plans may be roughly classified in two groups: First, 
there are service plans in operation offering physicians’ care at 
home, office and hospital, dentists’ care, hospitalization, ambulance 
service, laboratory services, x-ray services, physical therapy serv- 
ices, drugs and bedside nursing at home, or a varying combination 
of a number of these services. Second, there are plans based on the 
principle of reimbursement of cash indemnity for physicians’ care 
exclusive of other services or in combination with group hospital 
plans. The first mentioned type of plan usually is operated on the 
basis of group practice and sponsored either by groups of consum- 
ers or groups of physicians. Some examples are ‘‘The Farmers 
Union Cooperative Hospital Association,’’ Elk City, Oklahoma; 
‘*Stanocola Employees’ Medical and Hospital Association,’’ Baton 
Rouge, La.; ‘‘Group Health Association,’’? Washington, D .C.; 
‘*Greenbelt Health Association,’’ Greenbelt, Md.; ‘‘Centro Astur- 
iano,’’ Tampa, Fla.; ‘‘Ross-Loos Medical Group,’’ Los Angeles, 
Cal.; ‘‘Milwaukee Medical Center,’’ Milwaukee, Wisc.; ‘‘ Trinity 
Hospital,’’ Little Rock, Ark. 

The second type of plan, providing ‘‘cash indemnity’’ for medi- 
cal expenses is conducted on the basis of individual practice and is 
usually sponsored by a local organization of physicians. Some 
examples are: ‘‘The King County Medical Service Bureau,”’ 
Seattle, Wash. ; ‘‘Medical Service Bureau,’’ Atlanta, Ga. ; ‘‘Colum- 
bia Medical Society Mutual Health Association,’’? Washington, 
D. C.; ‘‘ Western New York Medical Plan,’’ Buffalo, N. Y.; ‘‘Medi- 
eal and Surgical Care,’’ Utica, N. Y.; ‘‘ Associated Health Founda- 
tion,’’ New York City. 

‘Cash indemnity insurance plans to cover, in whole or in part, 
the costs of emergency or prolonged illness’’ have been advocated 
by the American Medical Association which officially opposes most 
of the prepayment plans linked with group practice. 


ce 


Development of Enabling Legislation in New York State (Article 
IX-C, Insurance Law), with Additional References to such 
Legislation in other States 


In New York State the first practical and widespread applica- 
tion of the principle of non-profit voluntary health insurance 
was put into statutory form by the enactment of Article [X-C of 
the revised insurance law of the State of New York. 

Progress under IX-C: The following three plans had been 
licensed by the Superintendent of the State Insurance Department 
before this report was submitted: 


A. Medical and Surgical Care, Ine., Utica, New York. 
B. Associated Health Foundation, Inc., New York City. 
C. Western New York Medical Plan, Inc., Buffalo, New York. 


Article [X-C in its broad interpretation allows for the organiza- 
tion of a non-profit corporation to provide medical or hospital 
expense, or indemnity to subscribers with reimbursement to physi- 
cians for medical care services on a fee-for-service or per capita 
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basis. The law at present limits the experimental field in medical 
care plans from two broad points of view: 


1. A corporation cannot be organized to provide both medical 
care expense indemnity and hospital care expense indemnity . 


2. Article [X-C, Section 250, provides that every such plan shall 
be open to the participation of duly licensed physicians without 
discrimination against the schools of medical practice defined in 
the Education Law. 


This is interpreted as prohibiting the licensing of medical service 
plans whose subscribers are to be serviced by a closed and selected 
group of physicians. Despite the limitations of the present statutes, 
in New York State as well as other states, there have been developed 
medical care plans operated on the basis of group practice and 
financed by prepayments as well as fees for service. 

Enabling acts for medical care corporations on a non-profit basis 
were passed during the 1939 legislative session in the states of 
Michigan, Connecticut, Pennsylvania and New York. In at least 
11 other states similar bills were introduced. The laws passed so 
far have considerable similarity. However, it is only in the New 
York State statute that the term ‘‘Medical Expense Indemnity’’ 
is used. The statutes in the other states simply refer to the furnish- 
ing of medical service to subscribers under contracts, entitling the 
subscriber to such service at the expense of the corporation. It 
should be noted that only one state, Pennsylvania, provides for 
supervision by the Department of Health, with regard to quality 
of the medical care furnished to subscribers. 


Description of New Forms of Medical Service 


Examples of Group Practice: 


1. Diagnostic service, organized and administered by a group of physicians, 
financed on the basis of an all-inclusive flat fee: Mount Sinai Hospital, New 
York City. This consultation diagnostic service was established in 1932 
as an experiment in placing the professional and physical facilities of the 
Mount Sinai Hospital at the disposal of the practicing physicians of the 
community for the study of obscure or complicated diagnostic problems 
among their patients of moderate means. It is an independent, detached 
unit of the hospital, not a part of the out-patient department. A patient 
must be referred by his physician, and admission is granted only to patients 
with incomes of less than $4,000 per year. 

The work is limited exclusively to diagnosis. A flat fee of $35 is charged 
for every patient regardless of the nature of his illness or the number of 
consultations or laboratory examinations required. A report of the findings, 
together with suggestions for treatment, is forwarded to the patient’s private 
physician upon the completion of the diagnostic work-up. 

2. The Union Health Center, New York City. Several local units of the 
International Ladies Garment Workers Union inaugurated a cash benefit 
system for sickness about the year 1913. 

In 1913 a group of labor unions in New York City joined forces to 
establish a low price dental clinic, known as the Union Health Center. 

In 1928 the service was expanded by the addition of medical care. A 
clinic of six doctors was established, with facilities for health examinations 
and medical treatment for members of the union. 

The Union Health Center derives its income partly from the union whose 
members use its facilities and partly from the patients themselves. Some 
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local units operate benefit systems and pay for all the medical care extended 
to their members, for examination of applicants prior to their acceptance as 
members, and for home visits, if and when members are unable to come to 
the Center. The members who do not come under this heading but wish 
to secure medical care at the Union Health Center pay nominal fees, gen- 
erally $1. 

Since May, 1934, the International Ladies Garment Workers Union has 
-assumed full responsibility for the finances of the Union Health Center. This 
union in New York City alone has a membership of more than 100,000 men 
and women. 

3. The Medical Care Program, conducted on the basis of group practice 
and financed by both prepayments and fees for service. Ross-Loss Medical 
Group, Los Angeles, Cal.4 

The Ross-Loos Medical Group was originally organized in 1929 in Los 
Angeles, Cal., to render medical service to the employees of the Department 
of Water and Power of the city. The service was expanded when contracts 
for service were signed with other employed groups, and in 1936 the Group 
leased a four-story building to house the growing clinic. 

Financial and professional arrangements between the clinic and groups of 
subscribers are negotiated by specially organized health committees. At the 
present time, there are approximately 21,000 employed subscribers repre- 
senting more than 110 different groups of persons, constituting with their 
families more than 60,000 people. 

The Group is owned and operated by a medical partnership of 19 of the 
69 full-time staff physicians. The staff has its offices either in the main 
clinic or in one of the 10 branch clinics located in the suburbs. The facilities 
have been specially designed for the particular type of practice engaged in. 

For $2.50 per month under the group enrollment plan5 the clinic agrees 
to provide for the subscriber medical services of general practioners, special- 
ists and surgeons in the home, clinic or hospital. Services also include 
laboratory work, x-ray services, physical therapy treatment, eye refractions, 
drugs and dressings, and hospitalization. Dependents of members may receive 
all professional services at 50 cents each for office call, $1 for each resident 
call and other small charges for special procedures, such as $25 for a major 
operation. The average charges for service to dependents is 81 cents per 
month per family. The average of 15.8 office calls (excluding calls for opera- 
tive procedures) per year per average family of 3.2 persons indicates the 
volume of service rendered. 

4. Medical Care Program, conducted on the basis of group practice by an 
industrial corporation. 

The program sponsored by a big industrial company as one of a variety 
of its general welfare activities, serves the employees of the plant and their 
family dependents, totalling about 51,000 persons in 1938. The program is 
all-inclusive and operated without any restriction. Type, scope, amount and 
quality of medical care meet high standards. In the year 1937-38 the total 
costs of the medical care program, excluding money value of rent, cost of 
administration, taxes, and depreciation, averaged $17.40 per person eligible 
for service. The adjusted costs, covering the aforementioned items and 
excluding depreciation, may be estimated as ranging from $20.50 to $21.80 
per eligible person per year. The costs of hospitalization were $7.55 per 
person and $74 per hospitalized case. The costs of drugs were $1.76 and 
$1.98 per person, excluding and including pharmacists’ salaries; the average 
cost of an order filled at the pharmacies was 35 cents. The expenditure for 
hospital care accounted for about one-third of the total (adjusted), that for 
drug supply for about 9 per cent, including the salaries of the pharmacists. 

5. Summary of a study of five medical care plans.é 


4Law and Contemporary Problems, Medical Care, School of Law, Duke 
University, Vol. VI, Autumn, 1939, No. 4. 

5 Individuals may now subscribe on a non-group basis for service at $3 per 
month premium. 

6 Condensed from Goldmann, Franz, M.D., Costs of Group Health Service. 
A comparative study of five plans of organized medical care of self-supporting 
people. 
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During the years 1939 and 1940 five established medical care programs 
operating in different parts of the country were studied in detail. All of 
them use group practice to furnish medical services varying in type and scope. 
All of these programs operate around central clinics. The programs differ, 
however, in the ways they are financed. Two plans operate exclusively on 
prepayments, two use prepayments in combination with certain payments 
on a fee-for-service basis, and one, operated by an industrial corporation, 
provides medical care free of charge to employees and their dependents. ~* 

The striking differences in the costs of these plans appear to be due pri- 
marily to three factors: 

First, the services of the programs with relatively higher costs are sought 
for most part by people who are eager to avail themselves of the facilities 
offered at favorable terms. The subscribers are adversely selected “risks” 
because people actually in little need of service do not join in a sufficiently 
large number. The groups covered by these plans represent only a small 
fraction of all the people living in the respective areas. On the other hand 
the plans operating on an average per capita cost of $21 and $12, respectively, 
are organized for service to cross-sections of a certain economic, occupational, 
and social class constituting a substantial proportion of the population in the 
respective communities. The differences in their costs are mainly due to 
variations in scope and amount of services. 

Second, the uneven spread of risks under the one group of plans as con- 
trasted to the fair distribution of risks prevailing under the other, results 
in quite different demands for service and wide variations in the number of 
physicians needed. 

Third, the size of the various groups covered ranges from approximately 
5,000 to more than 50,000. 

All the plans investigated show a definite trend to decrease in per capita 
cost when the number of people covered increases. Furthermore, the average 
cost of the all-inclusive program for large unselected population groups is 
lower than that of the limited programs for small selected groups. 


Example of Individual Practice: 


6. Western New York Medical Plan, Inc., Buffalo, New York. 

Area to be served—Counties of Allegany, Cattaraugus, Chautauqua, 
Genesee, Niagara, Orleans, Erie and Wyoming. This corporation proposes 
to issue contracts to groups of subscribers on a payroll deduction basis, with 
membership limited to those earning less than $1,800 for an individual, 
$2,500 for man and wife and $3,000 for family. 


Rates: 


A—Individual subscriber $18 per year. 

B—Man and wife $27 per year. 

C—Full family coverage, man and wife and all unmarried children under 
19 years of age, $36 per year. 


Benefit Deductions: This plan has a deductible feature inasmuch as the 
subscriber must pay the physician for one-half of the fees amounting to a 
total of the first $20, in non-surgical cases and for house and office calls in 
any contract year. The purpose of this clause is to prevent the subscriber 
from going to the physician for inconseqgential matters. 


Medical Indemnity Limits: 


A—For the individual subscriber $200 for one year. 
B—Man and woman $300 for one year. 
C—Full family coverage $400 for one year. 


Medical Benefits Haclusions: 


A—Workmen’s compensation cases. 

B—Elective operations for the first year of contract. 

C—Venereal diseases during the first 11 months of the contract. 

D—Any ailment arising from the use of drugs and alcohol. 

H—AIl functional nerve and mental diseases in excess of $50. 

F—Obstetrical service during the first year of contract and extra specialist 
fees above $50 per confinement after the first year. 
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G—Services rendered during diagnostic investigation or study founded on 
definite evidence of disease or injury. 

H—Treatment of congenital diseases. 

I—Services rendered for any ailment known to exist prior to the date of 
application. 

J—Injury or diseases contracted in the commission of felony. 

K—Intentional self-inflicted injuries. 

L—Services to individuals who have had prior to application the following: 


Cancer Tuberculosis 
Diabetes Coronary thrombosis 
Osteomyelitis Chronic nephritis 


Reimbursement of Physicians: This plan expects to pay doctors on a fee 
basis, with the doctors agreeing to accept a pro rata share of income if funds 
are insufficient to pay in accordance with fee schedule. 


Achievements and Shortcomings of Voluntary Health Insurance 


The various efforts to develop voluntary health insurance deserve 
high commendation. ‘‘The proof of their value, however, is not 
their good intentions’’ but a careful examination of their actual 
accomplishment and future prospects. 


Coverage—Both the economic and occupational status of the 
people actually covered by the various voluntary health insurance 
plans in operation can be fairly well described. The majority of 
the people who have enrolled in group hospital plans belong to 
families with moderate incomes. A study conducted by the Asso- 
ciated Hospital Service of New York demonstrates that ‘‘80 percent 
of the subscribers to this plan not only in New York, but in other 
parts of the State even more, have incomes of less than $2,500 a 
year. This indicates that this plan does meet its original purpose 
of serving the person of modest income. The group enrollment 
regulations under this plan provide that those persons who earn 
less than $1,000 a year be excluded from enrollment requirements. 
While such persons are not debarred from enrollment, they are 
not urged to do so because generally such persons are unable to 
obtain the services of a personal physician and consequently repre- 
sent the segment of the population which should receive free 
services in hospitals and from the medical profession.’”’ 

Occupationally most of the subscribers are either high-paid 
skilled workers or white-collar workers and professional people. It 
is important to note that often the family, rather than just the 
wage earner, has made use of the offer to subscribe. 

The services of prepayment plans conducted on the basis of 
group practice are primarily sought by families with incomes above 
$1,500 and below $3,000. The percentage of families with lower 
incomes is relatively small. 

There is no accurate information as to the economic condition 
of people subscribing to cash indemnity plans. However, it seems 
fair to assume that few subscribers to cash indemnity plans would 
come from low income groups. 


7 Pp. 658-659 Report of the Public Hearings, N. Y. 8S. Temporary Legislative 
Commission to Formulate a Health Program, Dec. 15-16, 1938. 
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The total number of persons actually covered by various plans 
can be estimated only very roughly. Group Hospital Plans have 
reached approximately 414 million people in this country. Prepay- 
ment plans for medical care, offering physicians’ care or a variety 
of services to the general public, probably serve a few hundred 
thousand persons. Medical care programs, operated for employees 
of industrial or business firms and financed either by employers 
or employees, may cover a few million persons. Furthermore, about 
eight million wage earners may carry some form of insurance 
against temporary disability with private insurance companies, 
and a larger number of industrial insurance policies is in force 
covering death or permanent disability. 

It is claimed that voluntary insurance against the economic risks 
of illness is primarily used by people who are fortunate enough to 
enjoy such an income as to permit savings including prepayments 
for some protection from illness. 

Some students of the subject believe that on the basis of actual 
experience in this country® three factors appear to have had a 
decisive bearing on the enrollment by the general public in pre- 
payment plans. First, many people ‘‘preferred taking a chance 
to budgeting ahead because they relied on their previous good 
health record.’’ Second, ‘‘there was—and still continues to be—a 
big turnover of subscribers; the result was concentration of persons 
in ill-health and loss of persons in good health,’’ with the implica- 
tion of uneven spread of risks and relatively high average costs to 
many plans. Third, people interested in budgeting for medical 
care saw no profit in many of these propositions because the ‘‘pre- 
miums’’ were disproportionate to the value of the services offered. 


Scope of Service-——Commercial insurance policies offer some 
protection from economic distress by reimbursing policyholders in 
the event of accident, sickness, disability and death. However, 
often the policies are so restricted as to cover only fractions of the 
wages lost. The reports received by this Commission from insurance 
companies writing group accident and health policies confirm the 
findings made by the Illinois Health Insurance Commission about 
20 years ago. Although 25 percent of the wage earners examined 
in 1919 were found to be insured by group accident and health 
policies against loss of wages, only 13 percent of those who lost 
wages for one week or longer received compensation for a part of 
their losses, and only 6 percent of the total wages lost were recov- 
ered. 

The development of non-profit plans for hospital care is highly 
significant and important. Experience shows that patients, hospi- 
tals and physicians are benefited. However, there remains the fact 
that for the patient and the community existing group hospital 
plans meet only a part of the need because payment for the services 
of physicians as well as hospitalization for socially important dis- 
eases of conditions are excluded from service. 


8 Goldmann, F., Costs of Group Health Service. A comparative study of 
five plans of organized medical care for self-supporting people. 
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Prepayment Plans for Medical Care.—Organizations established 
on this basis have attempted to make contributions to the solution 
of the medical care problem by providing for the large variety 
of services necessary to restore and maintain health. They are 
based on both the individual and group practice of medicine. How- 
ever there are frequent restrictions as to. type of illness or type of 
service covered under the prepayment arrangements. If a problem 
exists for providing good medical care, both in quality and quan- 
tity, existing experimental plans are too small in number to be a 
decisive factor in community health programs. 

Few prepayment plans for medical care, conducted on the basis 
of individual practice, are actually in operation. Article IX-C of 
the State Insurance Law provides for prepayment plans conducted 
on the basis of individual practice, and plans proposed reveal 
certain facts relating to scope of service. Not only is service 
restricted to physicians’ care, but physicians’ care is incom- 
pletely covered. The ‘‘deductible clause,’’ used in a number of 
‘‘eash indemnity’’ plans, tends to inhibit the practice of preven- 
tive medicine, and the long list of diseases exempted from indem- 
nity greatly decreases the potential value of such service. 

Costs—Commercial insurance companies offer individual or 
group insurance at rates beyond the reach of people in low income 
groups. Often the premiums represent more than 5 percent of the 
workers’ income yet entitle him to only limited reimbursement. 

Non-profit plans for hospital care charge fees from 50 to 85 cents 
per month per individual or from $1 to $2 per month per family. 
Dr. I. 8. Goldwater, Commissioner of Hospitals of the City of New 
York, in testifying at the public hearing® before this Commission, 
stated : 

“‘T believe people earning $1,500 or more who are regularly 
employed could help themselves out so far as hospital service is 
concerned, by joining these insurance plans. I believe there are 
many families with an income of $1,200 to $1,500 who have no 
money for hospital care and who are entitled to get it.’’ 


This statement clearly indicates that the burden of prepayments 
for hospital care is too heavy for individuals comprising large 
groups of the population. It has been suggested by some experts 
that these prepayment plans be extended to include hospital care 
on a ward basis. 

Proponents of voluntary health insurance feel that under any 
acceptable plan both hospital and medical care should be furnished. 
Since the non-profit hospital plans have already had considerable 
experience their rates may be taken as a standard for hospital care. 
To these rates for group hospital plans we have to add all the other 
expenses of sickness to be borne by the patient. Under the incor- 
porated non-profit medical expense indemnity plans in this State 
there would be additional costs to $16.80 to $18 for a single sub- 
seriber, bringing the total near to $28. For a family with two 


® Minutes of the Public Hearing, N. Y. State Temporary Legislative Com- 
mission to Formulate a Heath Program, Dec. 13, 1939, Vol. 1, 'p. 30. 
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children under 16 years the various plans would require prepay- 
ments for physicians’ care ranging from $36 to $45, bringing the 
total up to $60-$69. Even this expenditure, however, would not 
guarantee complete medical care; the patient would have to pay 
extra for the respective amounts excluded by the deductible clause, 
treatment of illnesses not covered by the contract, drugs and appli- 
ances, dental services, bedside nursing at home and in some 
instances even night calls. The total annual cost of both hospital 
care and medical indemnity under some proposed plans might be 
so high that it would be prohibitive for the great mass of the 
population. 

Proponents of group practice claim that the total average costs 
of medical care under prepayment plans combined with group prac- 
tice range from about $12 to approximately $30 per eligible person 
per year. This figure includes all expenses to the patient for 
physicians’ care by both general practitioner and _ specialists, 
dentists’ services, laboratory services, diagnostic and therapeutic 
x-ray services, physical therapy services, drugs and some appli- 
ances, hospitalization—subject to restrictions—ambulanee service 
and bedside nursing at home. It is claimed that an average of 
$20 to $22 per eligible person per year appears to be necessary 
to operate an all-inclusive prepayment plan for groups of people, 
and a lower rate to furnish all the necessary ‘‘fundamental’’ serv- 
ices subject to certain restrictions. However, it seems this can be 
done only if group practice is used and large unselected population 
groups are covered. The practicability of interesting such large 
unselected population groups in suitable coverage may well be 
questioned. The answer will probably be found in the future 
experience with voluntary plans. 


Adminstration.—There are prepayment plans which are admin- 
istered by physicians only. Others are operated solely by the con- 
sumers or subscribers. The democratic principle of self-govern- 
ment requires that responsibility for administration is shared by 
all groups concerned. In other words, both physicians and poten- 
tial patients should be represented adequately on a board of trus- 
tees. Many prepayment plans have by-laws defining the spheres 
of influence of laymen. A typical example of such a by-law is the 
following : 

‘“‘The Board of Trustees shall in no way regulate or supervise 
the practice of medicine by any physician with whom it arranges 
for the care of members, nor shall it in any way supervise, regulate, 
or interfere with the usual professional relationship between such 
physician and his patient member, and every such agreement 
entered into by and between a physician and the Association shall 
contain a positive covenant to that effect.’’ 

However, under any plans, proposals involving medical policy 
should be developed only with the advice and guidance of quali- 
fied physicians. 

Standardization.—Central guidance and _ standardization is 
imperative to avoid waste of efforts and money. The American 
Hospital Association by issuing ‘‘ Essentials of an Acceptable Plan 
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of Group Hospitalization’’ in 1933 and by establishing a ‘‘ Council 
on Hospital Service Plans’’ in 1938, has taken important steps to 
coordinate the movement towards plans for hospital care.t° The 
Bureau of Cooperative Medicine was founded in 19386 to give 
‘‘instruction and advice on the organization of health associations 
by groups of people who wish to obtain medical service on a coop- 
erative basis.””’ The Group Health Federation of America was 
founded in 1939 for the purpose of establishing and maintaining 
standards of practice and organization of group health plans. The 
American Medical Association is making studies of the various 
forms of voluntary health insurance prepayment plans now being 
organized by State and county medical societies, in many states, 
in order to compare them with respect to the extent to which they 
meet the need for improvement in the distribution of medical care. 

Supervision—is still far from satisfactory. Bankruptcies obvi- 
ously would discredit all efforts to develop voluntary health insur- 
ance. In addition, supervision as to quality of medical care appears 
to be an urgent necessity so as to prevent medical care programs 
from functioning unless they maintain proper standards. In most 
of the states, hospital plans are under the supervision of Depart- 
ments of Insurance, and in some instances Departments of Health 
and Welfare also participate. In New York State supervision from 
the fiscal standpoint is maintained by the Superintendent of Insur- 
ance. In addition, the Certificate of Incorporation for non-profit 
medical care plans organized under the Membership Corporations 
Law must have the approval of the Department of Social Welfare. 

Legislation.—At present insurance laws in many states do not 
allow experimentation with new forms of medical practice and new 
methods of finance. New York State has enacted enabling legisla- 
tion for the formation of non-profit medical expense indemnity 
corporations. The law at present limits the experimental field in 
medical care programs by prohibiting, first, a combination of physi- 
cians’ and hospital care under ‘‘expense indemnity’’ plans and, 
second, development of service plans conducted by a closed and 
selected group of physicians. Among proposals in other states 
the Wisconsin Bill seems to offer the widest possibilities for further 
experimentation. 

Voluntary health insurance, as actually used on the commercial 
level as well as on a non-profit basis, should prove to be of value 
to those people who are not always in urgent economic need if 
sickness strikes them. However, these groups represent only a 
small proportion of the total population. It is fair to assume that 
most of the subscribers to voluntary plans have annual incomes 
exceeding $1,500; probably the income groups over $2,000 will be 
predominant in membership lists. But families and individuals 
with annual incomes from $1,500 to $3,000 represent only about 
one-fourth of the population. About one-third of the families 
and individuals are in the income brackets from $750 to $1,500, 


10 Approved Program and Standards, The Commission of Hospital Service, 
American Hospital Association, Second Revision, 1939. 
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and approximately another one-third earn less than $750. Unless 
drastic changes are made in voluntary health insurance plans and 
they are subsidized by the State or private charity, it is difficult to 
see how they can possibly meet the medical needs of persons earning 
less than $1,500 per year. 

Voluntary insurance against the economic risks of illness has 
been said to have ‘‘nowhere shown the possibility of reaching more 
than a small fraction of those who need its protection.’’ ++ In 1932 a 
minority of the Committee on the Costs of Medical Care made the 
warning statement: ‘‘Voluntary insurance will never cover those 
who most need its protection. No legerdemain can bring into a 
voluntary system the unorganized, low paid working group who 
are not indigent but live on a minimum subsistence income. Yet 
any plan that helps those with less serious needs and does not reach 
those whose needs are sorest does not solve the fundamental prob- 
lems of providing satisfactory medical service to all.’’ 

Whatever may be done to fill the present gap, voluntary prepay- 
ment plans will still be needed. They are susceptible of certain 
expansion and ought to be developed—along sound lines and in 
a socially desirable direction. For the income groups able to sub- 
seribe these voluntary plans may furnish the solution to the prob- 
lem created by the burden of unpredictable illness. There should 
be wide experimentation with all types of voluntary health insur- 
ance to determine the most suitable plans for different groups of 
the population—and how they can be integrated with existing 
publie and private facilities for the distribution of medical care. 
Voluntary health insurance can contribute its share to a broad 
health program for all of the people; standing alone it cannot 
possibly solve the Nation’s health problems. 


Computsory HEALTH INSURANCE 


This summary of compulsory health insurance abroad gives a 
birdseye view of foreign developments. It is intended to describe 
common elements rather than details of national policies and laws. 
Because of this approach the presentation cannot possibly cover 
all aspects. However, stress is laid on such principles as are con- 
sidered relevant to current American discussions on the subject. 
Several American authors have written excellent books which go 
into the details of foreign schemes, analyze their operation, and 
evaluate their achievements and shortcomings. 


Characteristics of Required Programs as Contrasted to Voluntary 
Plans 


There are three major points of distinction between required 
and voluntary health insurance programs. 


11 Report of the Technical Committee on Medical Care of the Interdepart- 
mental Committee to Coordinate Health and Welfare Activities, Washington, 
D. C., 1938. 
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First, under compulsory schemes, individuals are required to 
budget for their sickness costs instead of being free to join or 
leave a group serving mutual purposes. Second, under compulsory 
schemes individuals are required to put aside in advance small 
amounts of money to meet the burden of illness by regular pre- 
payments. Usually this is carried out by payroll deductions. The 
contributory principle may be applied only to the individuals to be 
served by the plan or extended to simultaneous inclusion of other 
groups, such as employers who are directly concerned. Third, 
under compulsory schemes government assumes responsibility for 
proper and sound legislation. Clearly defined rights are con- 
ferred on all people to whom the law applies, and the duties of 
the various groups concerned are set forth. Type, scope and 
amount of services and other benefits are determined and the 
details of financing arranged. Furthermore government reserves 
the right of supervising operation of the schemes as to compliance 
with laws and statutes and efficiency of performance. 


Attitude Toward “Compulsory Health Insurance” in the United 
States 


The American movement for compulsory health insurance against the risks 
of illness dates back to 1913, when the First American Conference on Social 
Insurance was held in Chicago under the auspices of the American Associa- 
tion for Labor Legislation. In 1915 the American’ Association for Labor 
Legislation drafted a tentative bill. This “Standard Bill” became the basis 
for repeated attempts to advance required programs beyond the conversational 
stage. In 1919, Governor Smith of New York State referred to health insur- 
ance in his annual message by pointing out: 

“Nothing is so devastating in the life of the worker’s family as sickness. 
The nea pacity of the wage-earner because of illness is one of the underlying 
causes of poverty. Now the worker and his family bear this burden alone. 
The enactment of a Health Insurance Law which I strongly urge, will remedy 
this unfair condition. Moreover, it will result in greater precautions being 
taken to prevent illness and disease, and to eliminate the consequent waste 
to the State therefrom. It will lead to the adoption of wider measures of 
public health and hygiene, and it will operate to conserve human life. The 
large percentage of physical disability disclosed by the draft, shows how 
deeply concerned the State is in this matter. Proper provision also should 
be made for maternity insurance in the interest of posterity and of the race. 
Other countries are far ahead of us in this respect, and their experience has 
demonstrated the practical value and economic soundness of these principles.” 

However, steadily growing opposition united in a common front against 
“compulsory health insurance,” such heterogenous groups as commercial 
insurance and fraternal orders, the drug industry and drug distributors, 
capital and labor, organized medicine and Christian Science. The movement 
came to a deadlock at the turn of the twenties. 

The next phase is characterized by quite a different approach. Intensive 
searching, analyzing and finding of facts on needs and resources in the field 
of medical care had a commanding influence on this development. Among 
a great number of investigations, two attracted the widest attention; the 
studies conducted by the Committee on the Costs of Medical Care during the 
years 1928-32, and the National Health Survey conducted by the U. S. Public 
Health Service during the winter of 1935-36. These studies accumulated a 
tremendous volume of data on the social and economic aspects of medicine. 
Yet, the practical application of these data proved to be extremely difficult 
because of the magnitude of the problem and the multitude of its implications. 

The Committee on the Costs of Medical Care, when trying to formulate 
recommendations for its final report, split over two major issues, namely 
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group practice of medicine and group purchase of medical care. Still another 
split occurred when the question of choosing between compulsory and volun- 
tary “health insurance” arose. Out of 50 members 11 recommended com- 
pulsory plans. Five other members disagreeing with the majority’s prefer- 
ence for voluntary schemes, wanted at least experimentation with both 
methods. It was the findings of the National Health Survey that stimulated 
anew the efforts to adapt American medicine to the rapidly shifting social 
scheme. 

A National Health Program, prepared by the “Technical Committee on 
Medical Health Care to the Interdepartmental Committee to Coordinate 
Health and Welfare Activities,” was submitted to a National Health Con- 
ference, held at Washington in 1938. Of five recommendations “for meeting 
with reasonable adequacy existing deficiencies in the nation’s health services” 
two referred to methods of protection against the financial burden and the 
economic insecurity which sickness creates for self-supporting persons. The 
report continued: “No conclusion has emerged more regularly from studies 
on sickness costs than this: The costs of sickness are burdensome more 
because they fall unexpectedly and unevenly than because they are large 
in the aggregate for the Nation, or, on the average, for the individual family. 
Except in those years when unemployment is widely prevalent, sickness is 
commonly the leading cause of social and economic insecurity. Without 
great increase in total national expenditure, the burdens of sickness costs 
can be greatly reduced through appropriate devices to distribute these costs 
among groups of people and over periods of time.” 

The “Technical Committee” reported that it could not find the answer to 
the Nation’s problem in voluntary insurance efforts. It reached the con- 
clusion “that government must assume larger responsibilities than it has 
carried in the past if it is to help selfsupporting people meet the problems 
of medical costs.” According to the committee, the goal may be reached 
through the use of taxation, or through insurance, or through a combination 
of the two, preferably on a statewide basis. Public medical services and 
health insurance were methods recommended to be used as alternatives or in 
combination. The states would choose, develop, and administer the program 
which best fits their special conditions. The Federal government would 
furnish aid and assistance to the states. On this basis the Technical Com- 
mittee recommended Federal grants-in-aid toward “approved classes of 
expenditures” made by the states in carrying out a more general medical 
program. In addition the Committee recommended Federal action toward the 
development of disability compensation on the basis of insurance against 
loss of wages during sickness, commencing as follows: “Such a program should 
preserve a high degree of flexibility, in order to allow for individual initia- 
tive, and for geographical variations in economic conditions, medical facilities, 
and governmental organization. It should provide continuing and increased 
incentives to the development and maintenance of high standards of pro- 
fessional preparation and professional service; it should apportion costs and 
timing of payments so as to reduce the burdens of medical costs and to remove 
the economic barriers which now militate against the receipt of adequate care.” 

The President, in his message to Congress on January 23, 1939, sum- 
marized the objectives and meaning of a National Health Program as follows: 

“The objective of a National Health Program is to make available to all 
parts of our country and for all groups of our people the scientific knowl- 
edge and skill at our command to prevent and care for sickness and disability ; 
to safeguard mothers, infants and children, and to offset through social 
insurance the loss of earnings among workers who are temporarily or perma- 
nently disabled. . . . The essence of the program is Federal-State coopera- 
tion. Federal legislation necessarily precedes, for it indicates the assistance 
which may be made available to the States in a cooperative program for the 
nation’s health.” 

Subsequently, on February 28, 1939, the Wagner Bill (S. 1620) was intro- 
duced in Congress: “a bill to provide for the general welfare by enabling 
the several states to make more adequate provision for public health, pre- 
vention and control of disease, maternal and child health services, construc- 
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tion and maintenance of needed hospitals and health centers, care of the 
sick, disability insurance, and training of personnel; to amend the Social 
Security Act; and for other purposes.” A subcommittee of the Committee on 
Education and Labor, U. S. Senate, early in 1940, reported favorably on the 
general objectives of this bill, at the same time admitting that revisions 
were necessary. 

Meanwhile the American Federation of Labor had reversed its former 
attitude and, in 1935, adopted a resolution “urging the enactment of socially 
constructive health insurance legislation.” In 1940 the American Association 
for Social Security offered a revision of its “Standard Bill,” first published 
in 1934. 

One attitude taken by organized medicine is revealed in the action of the 
California State Medical Society in 1933, when it formally endorsed the 
principle of compulsory insurance against sickness. A special state committee 
prepared a “Health Service Insurance Act,” the first and only bill drafted 
by a medical organization. Later, support of the bill was withdrawn. 

The Social Security Act, as first planned, was to cover three subjects: 
unemployment, old age, and medical care. However, planned provisions deal- 
ing with risks arising out of ill-health were dropped after consultation with 
a committee of 12 physicians. 

In February, 1935, the House of Delegates of the American Medical Asso- 
ciation had passed a resolution reaffirming “its opposition to all forms of 
compulsory sickness insurance whether administered by the Federal Govern- 
ment, the Governments of the individual States or by an individual industry 
or similar body.” The Social Security Act was passed without provisions 
for medical care. ; 

In 1937, a committee of physicians, later taking the name “Committee of 
Physicians for the Improvement of Medical Care, Inc.” came out with 
“Principles and Proposals” in an effort to make constructive recommendations. 
In concluding a list of proposals the committee stated “health insurance 
alone does not offer a satisfactory solution on the basis of the principles 
and proposals enunciated above.” 

In 1938 the American Medical Association considered the National Health 
Program at an emergency meeting held at Chicago. The president, in his 
address, pointed out: “the American Medical Association never has opposed 
the principle of insurance” and added: “It is not the principle of insurance 
that is opposed by American medicine. The principle which we do oppose 
is political administration and manipulation of the insurance organization, 
devotion of a considerable portion of the funds thus derived to the payment 
of a great number of employees not directly concerned with the service but 
intimately concerned with the maintenance of a political organization, and 
expansion of such organizations to wield greater and greater power in the 
affairs of the nation.” 

The American Medical Association approved not only the “principle of 
hospital insurance” and “voluntary indemnity insurance.” They endorsed 
required insurance against loss of wages during sickness and expansion of 
workmen’s compensation. 

But they were “not willing to foster any system of compulsory health 
insurance.” The American Medical Association was “. . . convinced that it 
(compulsory health insurance) is a complicated, bureaucratic system which 
has no place in a democratic state. It would undoubtedly set up a far- 
reaching tax system with great increase in the cost of government. That 
it would lend itself to political control and manipulation there is no doubt.” 

If the development were to take the course presupposed by the American 
Medical Association, compulsory program certainly would be most defective. 
Whether the evils feared by the American Medical Association are necessarily 
inherent in such a program is a question which cannot be brought to a 
decision without full knowledge of all the details of policy and procedure 
to be adopted. As the “Committee of Physicians for the Improvement of 
Medical Care” puts it: “Whether we are favorably inclined to the principle 
of compulsory health insurance, or not, it is the part of wisdom to establish 
in advance the general principles which should govern such projects.” 
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Principles and Trend of Development of “Compulsory Sickness 
Insurance” in Foreign Countries 


Reasons for the Development of Required Programs.—Abroad 
one country after the other proceeded to establish sickness insurance 
plans. The factors determining the choice of compulsory sickness 
insurance were similar in many countries. They were stated to be 
the inadequacy of individual savings, public assistance, and volun- 
tary health insurance. It was noted in many instances that the 
life’s savings of an average family were wiped out by one serious 
illness, one major operation, one long hospitalization, one prolonged 
series of treatments. It was found that tax-supported medical care, 
in the form of public assistance, was not feasible for many self-sup- 
porting people. It was found that voluntary health insuranee, 
while feasible for people in the middle income groups, could not 
reach the large self-supporting population groups within the lower 
income brackets. 

The Purpose of Compulsory Sickness Insurance Plans Abroad 
Has Been Three-fold—(1) compensation for loss of earnings due to’ 
illness, non-industrial injury and maternity ; (2) provision of medi- 
cal care as necessary to restore good health; (8) preventive medical 
services for well persons. In its early days the function of sickness 
insurance was centered on prevention of the economic consequences 
of ill-health. In the first phase of evolution most of the plans gave 
preference to the payment of ‘‘cash benefits’’ so as to compensate 
wage-earners for loss of wages due to disabling illness. In the 
second phase of evolution provision of medical services of various 
types was increasingly emphasized so as to prevent sickness from 
progressing into the chronic or incurable stage. In fact, in some 
countries sickness insurance plans became primarily a mechanism 
for the restoration and conservation of health by ‘‘ benefits in kind.”’ 
Provisions for early diagnosis and thorough treatment in an early 
stage took the place of provisions for disability compensation. In 
the third phase of development, more attention was given to pre- 
ventive medicine including maternity care. The significance of this 
marked change in concept must be interpreted in relation to the 
American situation. Medical care in many foreign countries was 
organized on a curative basis with a large number of autonomous 
administrations which were difficult to adopt to the development 
of preventive services. A modern medical program should provide 
for a complete integration of preventive and curative services. 
Sickness insurance was designed to meet primarily needs of such 
sick people as could be covered by the program. Compulsory sick- 
. ness insurance constituted one avenue to the goal of a national 
health program; being a method, rather than a panacea, it was 
always combined with other methods, such as voluntary insurance 
and tax support according to the needs of the various economic 
and occupational groups. 

Coverage.—There were, and still are, wide variations in scope 
of coverage in various countries—according to the prevailing needs. 
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However, there are certain principles and trends common to many 
foreign programs. In broad terms eligibility for compulsory sick- 
ness insurance may be determined in either of three ways or in com- 
bination of all three: (1) by income regardless of type or occupa- 
tion; (2) by type of occupation regardless of income; (3) by type 
of employment, such as industry, business, agriculture, domestic 
service. At their beginning, compulsory schemes were applied pri- 
marily to specified groups of wage-earners such as_ industrial 
workers. Later the prevailing philosophy was to exterfl the pro- 
grams to many other occupational groups including office 
employees, white collar workers and other employees receiving 
salaries. 

Finally the principle was not only applied to industry but 
increasingly also to commerce, agriculture, and domestic service, 
with a definite trend toward equality of service for all groups 
covered. 

In 1939, the British law required insurance from all workers, 
and from those white collar workers who earned less than 250 
pounds per year. Similar are the provisions of the Australian 
scheme. The French law is applied to all employed workers sub- 
ject to income limits. 

In their early phases many programs served ‘‘wage-earners”’ 
only. If family dependents were included they were usually pro- 
vided with maternity services first. 

In other instances provisions for family dependents com- 
prise at least a selected number of fundamental medical services. 
In those countries where family dependents were covered along 
with the wage-earners a definite trend developed toward making 
such service more and more complete. The omission of family 
dependents from coverage has greatly reduced the value of the 
British system and those designed along the British precedent. 

In a number of foreign countries the following services are made 
available to a varying degree: physicians’ care at home, office and 
hospital, including services by general practitioners and certain 
specialists; maternity services, including prenatal, obstetrical and 
post-natal care; hospitalization, including care at general and 
special hospitals, and at convalescent homes; supply of drugs sub- 
ject to certain restrictions; supply of certain appliances contingent 
upon special requirements. In addition, dental services often are 
partially or completely included. 

There are instances of rather all-inclusive services and most of 
the schemes provide for hospital care. However, it must be empha- 
sized that in certain countries the type, scope and amount of medi- 
eal care, provided under compulsory sickness insurance, fall short 
of modern standards. In fact, the British government did not fol- 
low the inauguration of its health insurance program with adjust- 
ments from time to time to the progress in scientific medicine. 
Today, just as in 1911, the ‘‘standard medical services’’ are 
restricted to such ‘‘as can properly be undertaken by general 
practitioners of ordinary competence and skill,’’? and hospitaliza- 
tion must be purchased by supplementary voluntary plans or, if 
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that is impossible, obtained through public assistance. It is sig- 
nificant that the British Medical Association, representing the 
private practitioners, repeatedly and strongly advocated the 
removal of existing defects by extension and improvement of the 
present scheme rather than by its abolition. A report of the 
British Medical Association, in 1938, reiterated recommendations 
made before (Proposals for a General Medical Service for the 
Nation), and urged broad ‘‘extension and amplification’’ of the 
scheme. A series of ‘‘basic principles’? was made public, among 
them a recommendation ‘‘that consultants and specialists, labora- 
tory services, and all necessary auxiliary services, together with 
institutional provision, when required, should be available for 
the individual patient, normally through the agency of the family 
doctor.’’ 


Distribution of Medical Care.—The private practice of medicine 
as contrasted to a salaried civil service system has been main- 
tained as a rule. Physicians, engaged in private practice, are 
free to attend private patients only. They are also free to offer their 
services for both patients who pay directly and patients for whom 
the administration of the insurance plans foots the bill. In fact, 
in most of the countries private physicians render service simul- 
taneously to both groups. Contrary to the general impression, no 
country abolished private practice. Accordingly the principle of 
free choice of physicians has been preserved. A person eligible for 
insurance service was allowed to choose his physician from among 
all those duly admitted to this type of practice. 

Remuneration of Physicians and Allied Grouwps.—Physicians and 
the allied professions are compensated for service rendered under 
compulsory sickness insurance under three plans: (1) under the 
‘ner capita system’’ the physician is paid a flat rate per year per 
person on his list; (2) under the case system fixed fees are paid per 
ease of illness attended; (8) under the unit system each service 
given is paid for on the basis of a special fee schedule. There are 
also many combinations and variations of these three basic pro- 
cedures in use. 

Examples of each system are: Great Britain for ‘‘per capita 
system :’’? German republic for ‘‘case system;’’ France for ‘‘unit 
system.’’ 

The method of physician reimbursement is of utmost importance. 
Careful judgment is necessary in selecting a procedure which does 
justice to both physicians and patients. The experience gained 
in foreign countries reveals certain points of general significance. 
Remuneration on the basis of a standardized flat rate per eligible 
person, when proposed, usually was opposed by the organizations 
of the medical profession. 

Inevitably the adoption of the fee-for-service system led to the 
establishment of control methods designed to clear up marked 
differences in individual bills and to balance between available 
money and charges of physicians. 

A number of small groups of English counties originally adopted 
the method of payment by fee for each unit of service rendered, 
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After 1914 this system was not retained in any of the areas except 
Manchester and the neighboring district of Solford. The Solford 
and Manchester doctors abandoned the method at the end of 1926 
and 1927 respectively, after 15 and 16 years’ experience with it. 

‘“The general sentiment relative to the change to capitation 
seems to be a profound relief that bickering over accounts is ended 
and that bookkeeping is transferred to the Insurance Committee, 
which pays the doctor according to a uniform system that plays no 
favorites.’’ !? 

The French system of health insurance is particularly interesting 
because it is in marked contrast to most others. It was what the 
profession wanted. But when the physicians had it they became 
increasingly dubious that it was the system they really wanted. 
The French physician bills his patient as he chooses and collects 
what he can. The patient pays his own bill and is reimbursed by 
his insurance organization up to a certain percentage of the agreed 
standard rates for specified services. 

The greater difference between the fees charged by physicians 
and the reimbursement payable under the medical benefits brought 
about a considerable nullification of the insurance itself. 

‘‘In France the maintenance of the fee-for-service system with 
all its implications has led to the introduction of a number of con- 
trol measures. ’’ 

‘*Medical supervision, investigation, hearings, ete., bureaucracy, 
conflicts of opinion on medical issues, conflicts of judgment on costs 
—these and other difficulties have not been avoided by the French 
system of remunerating the doctor. On the contrary, by the 
victory of dictating the system of remuneration and assuring the 
patient complete free choice of doctor, the French doctors achieved 
strongest limitation of fees, a complex and cumbersome fee sched- 
ule, necessity for close administrative supervision, conflicts with 
insurance authorities, and a considerable loss in public esteem.’ 1* 


Quality of Medical Care——Quality of medical care cannot be 
measured and appraised in terms of statistical data. Factors of 
decisive importance to the maintenance of high standards in medi- 
eal care are first, caliber of physicians, dentists, pharmacists, nurses 
and all other related groups; second, type, amount and accessi- 
bility of services offered; and third, the extent to which these 
services are used. An inadequate volume of services cannot be 
satisfactorily balanced by the availability of a sufficient number of 
well-trained personnel. Provision for a sufficient quantity of serv- 
ice cannot offset the lack of well-trained professional people. As 
conditions vary so widely in the various countries no brief sum- 
mary of the relevant facts can be made here. A more detailed 
study would have to take into account all the points mentioned 
before. 


12In the report of the Royal Commission on National Health Insurance, 
1924, Appendix C, p. 9, it was mentioned that some of the Insurance Com- 
mittees wished to put the Manchester system in effect but the opposition of 
the medical profession was so great that capitation was retained. 

18 Falk, I. S., Security Against Sickness, 1936, pp. 235-236. 
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Scope and Extent of Compensation for Disability—A funda- 
mental change has taken place in the concept of the purpose and 
functions of compulsory sickness insurance. Fifty years ago there 
was some justification in believing that ‘‘the dominant motive in 
the establishment of every system of health insurance is the relief 
of poverty, not the preservation of public health.’? Ample expe- 
rience during the past half century bolsters the conviction that 
the functions of compulsory sickness insurance are much wider 
and quite different in scope. 

Experience also led to the conviction that a liberal provision 
for medical care was the best way to prevent dependency and 
reduce the need for extensive compensation for loss of earnings. 
There are wide variations in the rates of cash benefits to com- 
pensate the insured person for wages lost due to disabling illness, 
injury or maternity. In most of the countries at least half of 
the wages is taken as the basis of cash benefits, and in some 
countries two-thirds. 

In a considerable number of foreign countries certain trends 
have developed. First, medical care was ranked ahead of cash bene- 
fits. In many countries the expenditure for medical care rose 
proportionately more than that for cash benefits. In 1933 the ratio 
of expenses for medical care to expenses for cash benefits was 
approximately 4:1 in Denmark, 3:1 in Poland, 3:2 in Germany 
and 7:10 in Great Britain. In 1935 the respective ratio in France 
was 5:2 for non-agricultural workers and 3:1 for agricultural 
workers, maternity payment excluded. 

Second, compensation increasingly was paid in a certain propor- 
tion to the wages earned rather than as a flat rate, so as to help 
the insured people in maintaining their usual standard of living. 

Third, a steady tendency developed towards the application of a 
sliding scale of compensation so as to give reasonable support to 
large families and people in the lowest income groups rather than 
to single individuals and insured people with higher income. 

Administration—of the foreign sickness insurance schemes usu- 
ally has been placed under the authority of autonomous self- 
governing bodies. The sickness insurance system was separated 
both financially and administratively from existing public health 
or welfare agencies. The democratic principle and concept of self- 
government, while chosen for governing the pattern of organiza- 
tion and administration, presented difficulties in practice. So far, 
no magic formula has been found to solve all the problems in a 
way which suited everyone. 

The principle of self-government was applied to all concerned 
rather than to only a few groups. In the first phase of development, 
insurance schemes in many countries were administered by lay- 
men only. It is a poor policy to refuse those who render the 
services, primarily the physicians and allied professions, an equal 
opportunity for administrative responsibility. This omission has 
become a source of persistent unrest and strain under certain for- 
eign plans. It has led to the deep-rooted conviction that compulsory 
sickness insurance inevitably had the implication of lay control 


79 


over professional services. In the second phase of development— 
rather late—the medical and related professions were authorized to 
take an active part in the administration. Local administration of 
medical service either was divorced from management of cash pay- 
ments (Great Britain) or the program as a whole was managed by 
a self-governing body composed of representatives of the insured 
people, employers, medical and allied professions, and public health 
agencies. Central administration was placed either in Departments 
of Labor (most of the countries) or in Departments of Health 
(Great Britain, excluding Northern Ireland); often—but not 
always—medical officers were in charge of a division of these 
departments. 

Financing and Costs.—In financing compulsory sickness insur- 
ance the contributory principle has been predominant and tax- 
support has remained a minor feature. The programs have been 
financed primarily by regular contributions both from the people 
covered by the programs and the employers of insured people. 

The proportionate share of contributions made by employers and 
employees has been established in different ways. In broad terms 
there are countries, such as Great Britain and France, where the 
employers match the contributions of their employees on a 50:50 
basis. In other countries the major responsibility was placed on 
the insured themselves, who often paid two-thirds of the total 
contributions. This, of course, gives only a rough picture of the 
situation. Experience has demonstrated the necessity of special 
regulations which deserve careful consideration. In industries where 
there is an enhanced danger from occupational diseases, the employ- 
er’s share should exceed that of the wage-earner, and people in the 
lowest income group should be privileged by the payment of only 
nominal contributions. 

Many countries have provided for government subsidies derived 
from tax revenues to supplement the contributions of employer 
and employee. Such appropriations were either earmarked for 
administrative purposes or special services, or they were made with- 
out definite stipulations. Since 1926, the English government has 
borne one-seventh of the total health insurance budget in the case 
of male and one-fifth in the case of female members. In the neigh- 
borhood of 15 percent of the total income of the health insurance 
scheme comes from these grants-in-aid. In other instances the 
government subsidy amounted to more than this (Denmark) or 
only to a small fraction of the budget of compulsory sickness 
insurance. Due to the wide variations in coverage and functions 
of the various schemes no general comment can be made regarding 
the part of the payroll required to pay the contributions of both 
employers and employees. There is, however, evidence that a total 
of 5-6 percent of the payroll has been sufficient to defray the costs 
of rather inclusive provisions for medical care and reasonable dis- 
ability compensation. 

The utmost care must be taken in drawing conclusions from 
foreign cost figures. Any comparison of rates or proportions is 
fallacious because of the tremendous variations and steady changes 
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in service, method of physicians’ remuneration and population 
groups covered. In addition it is hardly possible to express foreign 
figures in terms of dollars because of the differences in purchasing 
value and the fluctuations in exchange. Any attempt to use finan- 
cial data from foreign experience for plans to be designed in this 
country would result in confusion rather than enlightenment. If 
compulsory plans are to be considered in this country the detailed 
cost figures must be estimated. Of prime importance would be 
type, scope and amount of services and benefits to be included; 
methods of distributing medical care; method of physicians’ com- 
pensation; type and income of groups to be covered; health status 
in the various communities and probable demand—to mention only 
a few basic factors. 


Lessons from Foreign Experience—Strong and Weak Points 


The significance of foreign movements towards compulsory sick- 
ness insurance is revealed in the following principal trends: 

1. There has been a steady trend towards replacing voluntary 
by compulsory programs—first, in Europe, later, in many other 
parts of the world. 

2. The inalienable right to seek and expect a certain amount 
of security against illness has been firmly established for substan- 
tial groups, often the majority of the various peoples. 


3. In adopting sickness insurance programs the governments in 
a steadily increasing number of countries turned from legislation 
for abatement of nuisances and prevention of certain communicable 
diseases to legislation concerned with social security. To the nega- 
tive approach of forbidding, government added the positive 
approach of granting something, and substituted comprehensive 
planning for isolated procedures. 

4. The various governments issued detailed laws which clearly 
defined the rights and the duties of the people; supervised the 
operation of the programs which were managed by self-governing 
bodies; and assisted the programs by sharing a part of the costs. 

5. Because of the interdependence of illness and economic condi- 
tions the programs as a rule were inclusive in the sense that they 
provided for both medical care and compensation of wage loss. 

6. Restoration and improvement of health, originally a by-prod- 
uct of the plans, has become a major objective. There has been 
developed a definite trend to rank compensation for disability 
second to provision for medical care. 

7. Compulsory sickness insurance, originally designed for spe- 
cific groups of wage-earners, has been expanded to include larger 
economic occupational sections of the populace, to cover family 
dependents along with the wage-earners, and also to serve people 
who joined voluntarily. 

8. Scope and amount of medical care has been steadily increased 
in line with stronger emphasis laid on service rather than on pay- 
ment of cash. 
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9. Distribution of medical care has been usually based on the 
precept of the private practice of medicine. 


10. Quality of medical care has been increasingly emphasized, 
primarily by excluding from participation quacks and cult prac- 
titioners, and by improving the type and extent of services available. 

11. Compensation for disability has remained an important fea- 
ture of the programs although it has advanced proportionately 
on a smaller scale. 

12. Administration of compulsory sickness insurance has been 
severed from some of its worst original features by the development 
of professional supervision of professional services and by the 
attempts to create efficient large-size administrative units. 


13. The costs of the programs have been met primarily by con- 
tributions from both the insured and employers and on a small, 
although varying, scale by government subsidies. 


14. In no country was compulsory sickness insurance designed 
to solve the problem of medical care for all groups of the popu- 
lation. Being a device for self-help by self-supporting people and 
a technique of dealing with the economic risks of illness it did not, 
and could not, make other methods superfluous. Voluntary insur- 
ance and tax-support still were employed for those for whom the 
contributory and compulsory principle was not feasible. 


Experience has also shown that no human being has been able to 
present a formula which suits all. 

It would be indefensible indeed if any State in this country 
imported and repeated the mistakes made abroad. Foreign experi- 
ence can clearly demonstrate stumbling blocks and shortcomings 
which must and can be avoided. From the oldest law, the German, 
we can learn how detrimental it is if the medical profession is kept 
out from active participation in administering sickness insurance. 
The recently established French law shows the disadvantages of 
the indemnity and fee-for-service idea. The British experience 
illustrates that a plan with no provision for certain specialists’ 
services, hospitalization, and services to family dependents arouses 
more and more criticism from the physicians themselves as well 
as the insured persons. In addition, it reveals the deficiencies 
inherent in the existence of a great number and variety of adminis- 
trative units. Finally, all these programs illustrate what happens 
if schemes based on the insurance principle are not from the outset 
coordinated and integrated with all other community health and 
welfare programs, both voluntary and public. 


Workmen’s Compensation in the United States 


Workmen’s compensation is a method of applying the idea of 
compulsory insurance against two specific risks to health, namely 
industrial accidents and occupational diseases. Hence, it is compul- 
sory health insurance in essence although not explicitly in form. 
The development of workmen’s compensation in this country gives 
insight into many problems of primary importance to compulsory 
sickness insurance. . 
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Between 1886 and 1917'* nearly every important industrial state 
in this country modified or abrogated one or more of the common 
law defenses, which protected the employer against actions for dam- 
ages growing out of accidents to his employees, and introduced the 
system of ‘‘Legal liability of the employer.’’ This led to employers 
being involved in a mass of litigation and they found insurance 
companies ready to assume the risk and profit. 

How effective they were in fulfilling this objection is shown by 
J. R. Commons’ description’ of what took place in Wisconsin : 

‘*Employers in Wisconsin paid $1,225,000 to liability insurance 
companies in 1911; scarcely $300,000 of it reached the pockets of 
the employees or their dependents. Ten thousand industrial acci- 
dents occur in Wisconsin every year; 100 of these are fatal; the 
others cause disability of seven days or more. Scarcely 10 percent 
of the injured received any share of the $300,000. 

The defects of liability insurance became so flagrant that employ- 
ers as well as employees demanded that the United States follow 
the example of Europe by substituting the principle of ‘‘occupa- 
tional risk’’ for that of ‘‘employer’s liability.’’ 

Subsequent to the Federal Employees Compensation Act of 
1909 one state after the other adopted so-called Workmen’s Com- 
pensation Acts. In 1939, 47 states’® had such laws in operation. 
Workmen’s compensation still persists in two-thirds of these states 
on a voluntary basis exclusively. 

While all the laws actually in operation cover accidental injury, 
only about half of them include occupational diseases on a carrying 
seale. 

A provision for medical care in the early laws was meagre. A 
few observers in the first stages of workmen’s compensation 
recognized that a wrong start had been made in placing all emphasis 
on cash compensation to the neglect of medical services. 

Within recent years this tendency to expend money on restora- 
tion of health has possibly proceeded at an even more rapid rate 
than the liberalization of benefit for financial care. Ethelbert 
Stewart,'* Commissioner of the United States Bureau of Labor 
Statistics, stated in April, 1931, that ‘‘ Through the workmen’s com- 
pensation commissions of the United States, we pay the physicians 
and hospitals $72,000,000 annually.’? He'® comments further on 
the relative increase of medical and compensation payments: 

‘‘When we began the administration of workmen’s compensation 
laws, the relation of doctors’ bills to compensation, or to the 
amount that the injured workman got, was 5 percent. Today it is 
35 percent and in temporary cases it ranges from 50 to 75 pereent 
of the amount that the injured workman gets.’’ 


14 Medical Relations under the Workmen’s Compensation, Revised 1935 
Report of the American Medical Association, p. 10. 

15Commons, J. R., Industrial Commission of Wisconsin, Its Origin and 
Methods, Survey, Jan. 4, 1913, p. 3. 

16 Progress of State Insurance Funds, Bulletin No. 30, 1939, U. S. Dept. of 
Labor. 

17 Stewart, Ethelbert: Bulletin 526, U. 8. Bureau of Labor Statistics, April 
1931, pp. 31 and 74, see p. 97 for actual figures. 

18 Stewart, Ethelbert: Loc. cit. 
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In New York State for the year 1931'® medical benefits computed 
as a third of the total amounted to $17,621,851 and cash compensa- 
tion amounted to $35,243,703. This figure does not include the dis- 
bursements of self-insurers. 

The State of New York has an Insurance Fund”? which began 
operation on July 1, 1914, and is a competitive carrier. During 
1938 in New York State approximately three million employees 
were covered and more than forty thousand employers paid pre- 
miums. In 1937 it wrote workmen’s compensation premiums total- 
ing $22,388,366. If written at rating board rates, these premiums 
would have amounted to $26,844,564. This was 31 percent of all 
such premiums written in the State. The fund pays its own admin- 
istrative expenses, and like all other carriers is assessed to cover the 
State Labor Department’s expenses in administering the Compen- 
sation Act. In 1937 the fund’s administrative expenses were 16.7 
of earned premiums, but figured on the basis of rating board pre- 
mium rates, this expense ratio was only 13.9 percent. These expenses 
include funds for extensive safety programs. Premiums are gen- 
erally 25 percent below the rates charged by private carriers. 


Summary of Legislative Proposals for Compulsory Health Insur- 
ance in the United States 


Federal Bills—On the Federal level two bills must be mentioned. 


The Wagner Bill (S. 1620): Introduced in Congress on February 28, 1939, 
provides under Title XIII Federal grants-in-aid to the states which set up 
programs for general medical care. No specification is made as to the type 
of program. The sums authorized under this title are to be “used for making 
payments to states which have submitted and had approved by the Social 
Security Board, State plans for extending and improving medical care.” 
Federal grants-in-aid under Title XIII may range from 50 to 16% percent. 
This has been interpreted to include compulsory health insurance schemes if 
chosen by the states. Furthermore, Title XIV calls for grants to states for 
temporary disability compensation. 


The Capper Bill (S. 658) : Introduced on January 16, 1939, deals specifically 
with compulsory sickness insurance. It proposes to set up a Federal insur- 
ance board for the approval of State systems of compulsory health insur- 
ance. All persons engaged in manual labor were to be included in the 
coverage of such insurance, and all persons employed at other than manual 
labor and receiving less than $60 a week. Dependents of employees were to 
be entitled to medical benefits. Cash benefits to the disabled employee, due 
after a waiting period of between three and five days, were to be based on 
50 percent of the employee’s full-time wages with a minimum of $15 and a 
maximum of $25 per week, with additional increases for dependents. Aggre- 
gate contributions to the fund were to be 6 percent of the total of all wages 
paid insured employees. Such contributions were to be paid in shares by the 
employee, the employer and the state. Voluntary enrollment was included 
in the provisions of this bill. A director of health insurance as well as an 
advisory council was provided for at the Federal level in addition to the 
Federal Health Insurance Board. Allocation of Federal funds to approved 
state insurance plans were to be subject to the Federal Health Insurance 
Board’s approval. An appropriation of $200 million per year for distribution 
to states maintaining adequate systems of health insurance was provided. 


19 Medical Relations under Workmen’s Compensation Report, Revised 1935, 
American Medical Association, p. 98. 

20 Progress of State Insurance Fund under Workmen’s Compensation, U. 8. 
Department of Labor Bulletin No. 30, 1939, pp. 39 and 40. 
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State Bills—By 1917 compulsory health insurance bills were introduced 
and killed in 12 states. Since then many bills have been introduced in a 
considerable number of states. In recent years four bills have attracted 
wide attention: 


l. The Epstein Bill: A model state bill for health insurance, advocated by 
the American Association for Social Security. The drafting was done prin- 
cipally by Professor Herman A. Gray, of New York University Law School. 
The bill is in process of revision. 


2. The New York State Wagner Bill: By Assemblyman Robert F, Wagner, 
Jr., was first introduced in 1938 and reintroduced in revised form in 1939. 
The 1940 version embodied drastic changes. 


3. The California Bill: Drawn up by the Governor’s Committee on Health 
Insurance, California Assembly No. 1272, as amended April 14, 1939. 


4. The Wisconsin Bill: Assembly Bill No. 807A, introduced by Arthur Bie- 
miller first in 1937 and again in 1939 with slight revisions. 

The elements common to these bills are: application to the whole state; 
coverage of economic groups within definite income brackets; inclusion of 
family dependents in scope of service; clause for voluntary membership ; 
right to services including physicians’ care by both general practitioners and 
specialists; hospital care, limited dental care and certain other services; par- 
ticipation in the program open to all physicians; free choice of physician and 
financing primarily by contributions from both employers and employees and 
assisted by state government allocations (except Wisconsin Bill). 


Problems of Compulsory Health Insurance with Special Reference 
to New York State 


It is well known that the needs and resources of our 48 states 
vary tremendously. There are differences in size and composition 
of the population, socio-economic conditions, health status and edu- 
cational levels. These factors indicate the inadvisability of plan- 
ning a uniform nation-wide medical care program without taking 
into account these important differences. While it is natural, 
rational and economical to prefer overall planning of medical care 
it is equally imperative to differentiate between individual methods 
of financing state programs. 

Compulsory health insurance has proved to be primarily feasible 
for industrialized areas with large and stable groups of employees 
working for salaries or wages, and a densely settled population. 
The problem in the rural areas is so loaded with difficulties that 
it would be a waste of effort to consider health insurance for 
residents of such areas as long as there is no established program 
in the industrial areas. In a state in which a substantial part of 
the population consists of independent farmers and_ persons 
employed in agriculture, support of compulsory health insurance 
by contributions would be insufficient, and considerable allocations 
from taxation would be needed. 

On the basis of these facts, if compulsory health insurance is 
considered, the national approach is preferable. If only some of the 
industrial states take the lead, while all others refrain from adopt- 
ing a medical care program of any kind, a rather awkward situa- 
tion may arise. If an individual state with a substantial indus- 
trial population adopts either a compulsory health insurance 
scheme, or a tax-supported program on a larger scale than before, 
industry residing in such a state may be put in a less favorable 
competitive position than industries in other states with less finan- 
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cial obligation. This might lead to the moving of industry from a 
state with a definite medical care program to a state without any 
program. Furthermore, a state with a successfully working com- 
pulsory health insurance plan may face a break-down of its pro- 
eram when business slumps, wages fall, and unemployment 
increases. Such a period of economic depression is precisely the 
time at which industry and labor are least able to contribute to an 
insurance scheme. There ought to be a reserve fund capable of 
meeting increased demands in times when there are fewer revenues. 
If the group covered by compulsory health insurance is small and 
unable to make the necessary prepayments for rainy days, and if 
the total population of a state cannot readily raise taxes sufficient to 
make up the difference, then a system standing alone in an indi- 
vidual state has to bear the brunt of the first shock—and may fall. 


Coverage.—There are many difficult problems involved in the 
classification of groups to be covered by compulsory health 
insurance. 

There is no divergence of opinion that any medical care program 
confined to ‘‘wage-earner’’ and excluding his family dependents 
is contrary to American concepts. Any compulsory health insur- 
ance plan in this country should from the very beginning be a 
family program rather than a plan for the individual. 

However, two points must be clarified. First, the family mem- 
bers must be dependent on the insured wage-earner and—as a rule 
—live in the household of the insured. Second, the term ‘‘family 
dependent’’ must be qualified. Husbands, wives, and children 
(including stepchildren and adopted children) of personally 
insured people should be included if and when they are dependent 
on the insured and live in his household. Whether grandchildren, 
parents, brothers and sisters, and grandparents can be granted the 
same privilege, in the order listed, remains a question of costs and 
should be left to the discretion of such administrations as are 
financially able to extend coverage to this extent. 

The section of the population to be included in any proposed 
compulsory scheme may be determined on the basis of income, 
type of occupation, or kind of establishment in which the respec- 
tive persons are employed. Combination of these ways of classi- 
fication seems to promise the best and most economical solution. 
I. S. Falk, in outlining the basic principles for an American 
program points out that coverage ‘‘should embrace all medical care 
and loss of wages on account of sickness bringing variable costs 
which are burdensome and cannot be budgeted on an individual or 
family basis.”’ 

But how can these economic groups be determined? Where the 
demarcation line is drawn between those for whom medical costs are 
burdensome if paid on an individual basis and those for whom 
there is not a problem, is of far-reaching importance. One school 
of thought assumes that a family income exceeding $5,000 a year 
usually gives security against the economic risks of illness. Fami- 
lies earning less than $5,000 but more that $3,000 may have their 
solvency endangered by the costs of expensive or protracted treat- 
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ment but may be considered able to meet immediate and urgent 
medical needs out of their own resources. Families earning less 
than $3,000 annually may be regarded as those primarily needing 
programs which allow them to budget their expenditures for sick- 
ness, injury and maternity. 

Restriction of compulsory health insurance to low income groups 
—say up to $1,500—would endanger the efficiency of the plan and 
nullify all efforts to remunerate private physicians satisfactorily. 
The more the risks are spread over a large cross-section of the 
population, representing various occupational and economic groups, 
the more can the type, scope and amount of services be increased, 
operating expenses per eligible person decreased, and rate of con- 
tributions kept at a minimum. Legislative proposals in this coun- 
try vary widely in their choice of coverage. 


Scope of Any Proposed Compulsory Health Insurance Program.— 
All facts known about needs seem to point to the conclusion 
that, in any future American program, provision for medical 
eare should have the dominant place, and provisions to meet the 
economie risks of high-cost illnesses must be particularly empha- 
sized. However, disability insurance must not be barred from the 
program as a whole. 

The proof of disability, namely certification of inability to work 
by reason of illness or injury, has been one of the most troublesome 
problems for foreign schemes. The only expert competent to certify 
is the physician. However, many physicians in private practice 
fear this job involves too many conflicts. There is furthermore 
the human desire to ‘‘get something back,’’ in return for payments 
made, which may lead to abuse of the provisions for cash benefits. 


Scope and Amount of Medical Care.—In determining scope and 
amount of medical care under proposed compulsory health insur- 
ance plans the alternatives are an all-inclusive versus a limited 
program, and unrestricted access to all available medical services 
versus approval of specified services. The choice depends on the 
financial implications to the participants, namely, employer, 
employee and the State. Irrespective of any financial considera- 
tions one point must be emphasized: A program without provision 
for such services as are especially costly would miss its main fune- 
tion. In other words, it is services by specialists as well as hospital- 
ization which must be an integral part of a program, in addition to 
general practitioners’ services, clinical laboratory and roentgeno- 
logical services. ‘‘Necessary’’ drugs and certain medical and sur- 
gical appliances should be provided subject to certain restrictions, 
and dental care, strictly defined as to type and extent, also should 
be included. Ultimately the problem revolves around the costs of 
such a program to all concerned. 


Organization of Physicians’ Services.—If under any compulsory 
health insurance proposal, people are required to budget for their 
sickness costs then there is a need for assuring that care will be 
given by competent men. The great variety of professions engaged 
in the art of healing makes it hard to find a proper and just work- 
ing definition of competency. The situation is difficult because of 
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the variety of groups concerned. It is intricate because legally 
acknowledged healing art professions may base their claim for 
participation in a proposed program on their legal status. This 
problem should be settled in principle by legislative fiat and not by 
administrative regulation. Professional services for diagnosis and 
treatment under a proposed program should be given only by 
licensed physicians and dentists. Non-physicians should not be 
permitted independent insurance practice with the exception of 
optometrists for specified services. All other groups, if licensed, 
should be admitted to the furnishing of services either on the pre- 
seription of a licensed physician, or in cases of emergency. Cultists 
should be excluded. 

The issue is not only distribution of medical care—it is distribu- 
tion of good medical care by emphasizing the central réle of the 
private practitioner of medicine. 


Remuneration of Physicians.—Adequate compensation of profes- 
sional services is paramount. Low pay cannot buy good service. 
The decision on the method of physicians’ remuneration may go in 
one of three ways or use a combination of two or more of these. 
Under the fee-for-service system the individual physician is paid 
for each item of service rendered. Under the per capita system a 
flat rate per year, or parts of a year, is paid to the physician in 
accordance with the number of people eligible for his service and 
regardless of the frequency of visitation. Under the ‘‘case system’’ 
a fixed fee is paid to the physician on the basis of the number of 
persons attended, irrespective of the number of services rendered. 

These three methods are mostly used in combination and have 
been tried out in many countries. The salary system has been 
seldom used to pay insurance practitioners. It has been used 
primarily for medical officers employed in the administration of 
the program. Often full-time salaried physicians on the staff of 
voluntary or public hospitals were responsible for furnishing medi- 
cal or surgical services during a stay at a hospital, and payment for 
such services was made by the insurance administration. 

Under any proposed health insurance plan the methods for 
remunerating the physicians—and allied professions—should be 
outlined without specifying the details. The administration of the 
plan should be authorized to select the appropriate method, scale 
and procedure of remuneration in close collaboration with the rep- 
resentatives of the medical profession. 

The people covered by a medical care program, the participat- 
ing physicians and hospitals, and the administrative bodies—all 
want the individual patient to receive the best possible care. As 
the budget may be limited excessive demands on the part of the 
patients and a tendency toward wasteful experimentation on the 
part of the physicians or hospitals must be avoided. This neces- 
sity is stronger if patients have completely free choice of physi- 
cians and hospitals, and physicians complete freedom of treatment 
and prescription. Among the patients who are insured some may 
be inclined to want all possible kinds of treatment irrespective of 
the costs. 
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In any proposed compulsory health insurance program consider- 
ation should be given to the following principles: First, treatment 
and prescription must be both adequate and economical; second, 
standards must be formulated in cooperation between the medical 
profession and the administration with regard to what constitutes 
adequate and economical medical treatment and prescription; 
third, a checking system should be established for securing adequate 
and economical treatment, adequate and economical prescription, 
proper certification. 

Who should do the supervisory work? It is a deep-rooted opinion 
that laybodies might take over this task, including the administra- 
tion of medical care. Lay control of medical care is so much inferior 
to professional supervision that from the viewpoint of efficiency, 
not to mention all the other arguments, there is only one answer 
to the question. The activities of physicians participating in health 
insurance practice under any proposed program should be super- 
vised by medical supervisors. These medical supervisors should not 
depend for livelihood on either the organized or competitive prac- 
tice of medicine. They should be full-time salaried officers. Medi- 
eal supervisors should be licensed physicians, taken from the ranks 
of the practising doctors, and have at least five years’ experience in 
active practice. They should be appointed with the advice and 
consent of the local medical organization. 

Estimate of Potential Costs and Income under Various Pro- 
posals.—Many factors of utmost importance enter into any con- 
sideration of the probable costs of any proposed compulsory health 
insurance plan. 

First the factor of need: The amount of medical care hitherto 
received by various income groups is no sufficient basis for estimat- 
ing costs of proposed programs. The volume of medical care 
received is not ordinarily commensurate with the amount of need 
regardless of how we may define need. The extent of service given, 
while showing the quantitative side, does not disclose the quality 
of care received. 

In determining the need for medical care in a given area many 
elements need to be considered. The main factors involved are: 


. Density, sex and age distribution of the population; 

. Prevailing occupation ; 

Economie conditions in general; 

Educational level including habits and customs; 

. Type, frequency, and severity of illness, injury, defects ; 
. Status of public health and welfare activities ; 

. Status of voluntary health and welfare activities ; 


. Financial resources of the area with regard to ability to sup- 
ply institutional facilities and services by professional personnel ; 


9. Financial resources of the people in various income groups, 
with regard to ability to purchase medical care; 


10. Transportation facilities. 
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Second, the factor of demand: Need is not identical with the 
demand for medical care. There may be a definite need, yet little 
demand because a lack of understanding. There may be a 
strong demand previously not observed, because people are eager to 
avail themselves of services hitherto not accessible at favorable 
terms. Variations in demand—just as variations in need—naturally 
produce quite different utilization of facilities and a considerable 
range in costs. Whether increasing demand because of increased 
availability of professional services necessarily spells abuse is open 
to wide interpretation. One may well argue that treatment of early 
cases, minor ailments and borderline conditions is indispensible to 
any proposed program which has for its objective prevention of 
complications and chronic stages of illness. 

If any proposed compulsory health insurance program is designed 
to provide good medical care then the demand may increase, at 
least during the first years of operation, when many a patient 
may seek advice, examination or treatment previously deferred. 


Third, the factor of the scope of program: It is obvious that a 
program conducted on a limited scale with respect to professional 
services involves lower costs than an all-inclusive program oper- 
ated without any restrictions. : 


Fourth, the factor of organization: The methods adopted for dis- 
tributing medical services and organizing disability insurance under 
any proposed program may have profound effects on the ultimate 
costs of medical care as well as the extent of cash benefits. 


According to the Commission on Economie Security and the Inter- 
departmental Committee to Coordinate Health and Welfare Activi- 
ties ‘‘. . . a comprehensive system of health insurance nationally 
developed would call for total funds equal to four and a half 
percent of income of the covered population’”’ and ‘‘. . . temporary 
disability compensation . . . would involve a cost of approximately 
one percent of wages.’’ These figures seem to conform roughly 
with the experience abroad. 

The first figure, for health insurance, is based on numerous studies 
of actual family expenditures for medical care. It was found that 
in general the average proportion of family expenditures spent for 
medical care is ‘‘surprisingly constant whatever the income or type 
of community.”’ 

The second figure, for disability compensation, is based on the 
assumption ‘‘that the proposed insurance system is to cover all 
wage-earners and salaried workers with a seven day waiting period, 
26 week benefit period, a qualification provision having the same 
degree of strictness as the eligibility requirements of the British 
system and a benefit formula essentially the same as used in unem- 
ployment compensation.”’ 

If.we apply these estimates to proposals for New York State 
the cost and potential coverage is revealed in the following: 


The income necessary to meet these expenses, on the basis of 
the Assembly Bill, Introductory Number 2726, introduced in 1939 
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by Robert F. Wagner, Jr., in the New York State Assembly, would 
total $162,760,668. The employee would contribute over 59 mil- 
tion, the employer over 70 million, and the State 3214 million, as 
shown in the following table. 


EXPECTED INCOME OF A STATE HEALTH INSURANCE FUND 


Based on 1937 Wage Income Distribution Data Prepared by the Federal Social 
Security Board and Calculated by Applying the Premium Rates Proposed 
in the 1939 New York State Wagner Health Insurance Bill 


Total * State Employer Employee 
Potalid sack serene $162,760,668 05 | $32,552,133 61 | $70,415,351 99 $59,793,182 45 
Under $1,000........ 51,402,953 90 10, 280,590 78 30,841,772 34 10, 280,590 my 

Dnder S100... 5 ssecqsies 820,022 45 164,004 49 492,013 47 164,004 4! 
$100-$199......... 1,831,638 10 366,327 62 1,098,982 86 366 , 327 62 
200- 299......... 2,678,099 25 535,619 85 1,606,859 55 535,619 85 
O0- 399......... 3,615,721 05 723,144 21 2,169,432 63 723,144 21 
400- 499......... , 504,039 30 900,807 86 2, ,423 58 900,807 86 
500— 599......... 5,577,252 55 1,115,450 51 3,346,351 53 1,115,450 51 
600- 699......... 6,696,842 90 1,339,368 58 ie 018,105 74 1,339,368 58 
TOO ZOO a5 on ck's, & 8,183,024 45 1,636,604 89 4,909,814 67 1,636 ,604 89 
800- 899......... 8,476,724 50 1,695,344 90 5,086,034 70 1,695,344 90 
900—- 999......... 9,019,589 35 1,803,917 87 5,411,753 61 1,803,917 87 
$1,000-$1,999........ 86,510,184 10 17,302,036 82 34,604,073 64 34,604,073 64 
$1 i Magy 499...... 46,904,373 50 9,380,874 70 18,761,749 40 18,761,749 40 
1,999. oe. 39, ‘605, 810 60 7,921,162 12 15,842,324 24 15,842,324 24 
$2,000-$2,499........ 24,847,530 05 4,969,506 01 4,969,506 O1 14,908,518 03 


* According to the 1939 Wagner Bill, manual workers, all wage groups, are covered; non-manual 
workers with annual incomes of more than $2,500 per year are not covered. Therefore, the esti- 
mates given above are probably somewhat lower than might be actually expected since a great 
many manual workers in industry have incomes of over $2,500 a year and have not been included, 
The Social Security Wage income data available did not present a break-down of manual and 
non-manual wage income groups and therefore the 8 per cent of the wage earners in the income 
groups of $2,500 and over were not included. 


Under proposed Federal legislation the State would be reim- 
bursed up to 50 percent of its expenditures (Wagner Bill) or 25 
percent (Capper Bill) through Federal grants-in-aid. 

Most. of the proposed plans provide for contributions to the 
Insurance Fund by both employees and employers and additional 
allocations from the State. On the basis of the (1939) New York 
State Wagner Bill the distribution of financing would be as 
follows :71 


Weekly income 


groups Employee Employer State Total 
$20; and: lesa iis /a.18 . sialaivs 1% 3% 1% 5% 
$20 and less than $40..... 2% 2% 1% 5% 
SAU: ANG OVE soi vain aa bas 3% 1% 1% 5% 


The basic question involved is whether both employees and 
industry are able to contribute their share and whether the increase 
in the fiseal budget requires special measures. 


21 Schedule was revised in 1940 Wagner Bill. 
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Employment and Payrolls ** 


Average Earnings of Employees in New York State in 1937.— 
Approximately 4,000,000 individual workers, an average of 
3,094,587 workers in the highest pay period in each month of the 
year with total earnings of $3,820,002,000, were reported by 
employers subject to the New York State Unemployment Insurance 
Law during 1937. According to these records, the average per 
capita wage in this group of insured workers for the year was $955. 
This omits any consideration of wages earned by these persons 


outside of employment covered by the law. As compared with these 


figures, reports of the Bureau of Old Age Insurance of the Social 
Security Board show a total of 4,055,650 employees with total 
earnings of $4,225,043,000 reported to the Federal authorities by 
New York State employers. 

The per capita annual income of $1,042 for those covered by old- 
age insurance compares with the $955 indicated by the State’s 
unemployment insurance records. This discrepancy of nearly $100 
in annual earnings is explained largely by difference in the cover- 
age of the State and Federal laws and by the shifting of employees 
from insured to uninsured employment. 


Necessity for Coordination of Any Proposals for Compulsory 
Health Insurance with Existing Voluntary and Public Health 
and Welfare Activities 


The historic development in this country has resulted in a large 
and diverse system of voluntary and public health and welfare 
activities. Public responsibility, originally centered on control 
of environmental sanitation and certain communicable diseases, has 
recently been increasingly assumed for medical care in the broadest 
sense. There has been a substantial increase in the use of taxation 
for the purpose of supporting public medical care and a rapid 
growth in the use of voluntary insurance particularly in the field 
of hospital care. In fact compulsory health insurance if adopted 
would not come in a vacuum. 

It is imperative to utilize to the fullest extent existing facilities 
and services when adequate, and equally imperative to establish 
close relations between privately supported, tax-supported and 
insurance programs, both preventive and curative. The precise 
definition of functions to be fulfilled by any proposed health insur- 
ance plan is of paramount importance. Without exact demarca- 
tion of funetons and scope it would be impossible to determine 
the proper place and potentialities of the various programs already 
in existence, and the genuine role of the proposed compulsory or 
voluntary health insurance plan. 

There is a natural partnership between voluntary and public 
activities in the fields of health and welfare. Yet a bewildering 
variety of agencies, voluntary and public, are now conflicting with 


22 Placement and Unemployment Insurance Activities, Vol. 1, No. 4, April, 
1939, p. 17. 
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each other with respect to eligibility requirements, services, organ- 
ization and administration. 

If compulsory health insurance is to be superimposed upon an 
uncoordinated system of existing health and welfare activities, then 
indeed, overlapping of functions, duplication of services and friction 
in administration would be perpetuated and extended. ‘This 
dilemma is not inherent in any proposal for compulsory health 
insurance and can be avoided. Proposed legislation in this field 
should be premised upon the coordination of all community health 
programs. 

On the face of it, the remedy seems simple. Unification of all 
agencies and allocation of all activities along definite lines, would 
serve expediency and economy better than isolation of agencies, 
each operating its own complete program without regard to activities 
conducted by others in the same field. In practice, even such a 
reasonable objective is difficult to achieve. Long established expe- 
rience has demonstrated over and over again that proposals for 
cooperation between existing agencies and coordination are degraded 
to the status of mere slogans, unless there is over-all planning. 
This truth is no less valid because it is old. 

The British experience should be a warning. In testifying before 
the British Royal Commission on Health Insurance the Society of 
the Medical Officers of Health pointed out that their service, 
‘*primarily concerned in the preservation of health generally, has 
from the beginning recognized the impossibility of adequately dis- 
charging its function in disassociation from measures for the restora- 
tion of health to individuals. 

‘Tt has become evident that the present system of National Health 
Insurance suffers great limitations in its possibility for promoting 
health, and that profound changes are required if the improvement 
in the health of the people is to continue to be aided and not im- 
peded by it. 

‘“‘The scheme . . . is, to a great extent, isolated from the 
other schemes of the State in operation and doing essentially similar 
work. 

Lack of balance, continuity, and consistency of medical care has 
been a real problem for many foreign countries. If these develop- 
ments had been foreseen at the beginning they might have been 
avoided. Instead, the proper moment for designing a broad pro- 
gram, namely, at the beginning, was missed and only partial com- 
promises could be made. 

Thomas Parran, Surgeon General of the United States Public 
Health Service, has pointed to this problem by saying: 


‘We cannot continue to think in terms of the separateness of 
public, private and voluntary efforts or of the separateness of 
preventive and curative efforts.’’ 


Any legislation, designed to make possible for all persons an equal 
opportunity for health and medical care of high quality, should 
require working agreements between all health and welfare agencies 
to insure success. 
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Study 7 
SPECIAL HEALTH PROBLEMS 


Existing governmental agencies are organized to provide health 
and medical care services to meet special health problems involved 
in the control of certain specific diseases and conditions for which 
accepted control methods have been established and the public health 
importance to the communities transcends the consideration of 
the economic status of the individual. Each of the special health 
problems has been a subject of study by the State Department of 
Health which has responsibility for their administration. The 
control programs have been developed jointly with the representa- 
tives of organized medicine. Legislative consideration and support 
has been given to permit practical application of the developments 
in these specialized fields of modern medical science. This sum- 
mary constitutes a brief progress report covering recent develop- 
ments in these fields, and in some instances specific reeommenda- 
tions for the future. The factors involved in chronic illness and 
infirmity have been given special emphasis in the Commission’s 
studies relating to medical care in welfare districts and patients 
discharged from hospital wards. 


Pneumonia Control 


The recent advances in the methods of treating pneumonia 
through the use of specific serum and the more recent development 
of the chemo-therapeutic drug sulfapyridine, and its related com- 
pounds, have provided excellent means of combating the disease, 
which accounted for some 12,000 deaths in 1935 in New York State. 
These deaths greatly disturbed the economic stability of many 
families, since 40 percent of all the pneumonia deaths are of men 
and women in the economically most productive period of life— 
between the ages of 15 and 64 years. 

The modern adequate treatment of pneumonia includes: hospital- 
ization ; laboratory diagnostic services (including sputum tests and 
blood concentration tests); physicians’ services, often including 
consultation; specific serum; oxygen; x-ray; special drugs and 
nursing services. 

Many individuals find the treatment of pneumonia too expensive 
for them to bear; a comprehensive study reveals that a reasonable 
average cost for a pneumonia case is about $135, of which 42 per- 
cent went for hospitalization, 28 percent for physicians’ services, 
16 percent for serum therapy and 14 percent for other services. 

The comprehensive pneumonia control program promoted by the 
State Department of Health, with the cooperation of the physicians 
of the State, during the past three years has been accompanied by 
a marked decline in the number of deaths in pneumonia during this 
period—although this disease still remains one of the principal 
causes of death. 

Legislative appropriations for the production of the specific anti- 
pneumocoeccie serum by the laboratories of the State Department 
of Health and free distribution of such serum to practicing physi- 
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cians have resulted in a tremendous increase in the use of this 
modern scientific treatment throughout the State. 

The current pneumonia program is characterized by two main 
efforts: a continuation of the basic program of the past four years, 
with the extension of the specific serum to approximately thirty 
types of pneumonia and the effective utilization of the new chemo- 
therapeutic agent, sulfapyridine and related compounds. 


Cancer Control 


Cancer is now the second cause of death and will probably 
continue to be important because of the increasing proportion of 
the older people in our population. Evidence indicates that the 
basis of cancer control must be the relatively lower case fatility 
obtained when caneer is recognized and treated in its early stages. 
The State Commissioner of Health has estimated that if the cure 
rates achieved among early cancer cases treated in the State Cancer 
Institute in Buffalo can be extended to all cancer cases in the 
State through the development of a coordinated system of ade- 
quately staffed therapeutic and diagnostic tumor and cancer clinics, 
there will be a saving of 5,000 lives each year in New York State. 

The difficulty of early diagnosis, the lack of easy access to 
expert diagnostic and therapeutic facilities, a relatively high cost 
of these facilities, combined with the lack of natural spur of pain 
in the early stages of cancer—combine to explain the rarity of 
early diagnosis and treatment of this disease. The State of New 
York has since 1898 appropriated increasing sums for the labora- 
tory and clinical study of cancer and the gradual development of 
therapeutic facilities in the State Institute for the Study of Malig- 
nant Diseases in Buffalo, New York. The increasing inadequacy of 
these facilities, despite the expansion at the Institute, resulted in a 
special study of the whole problem by a Legislative Cancer 
Commission. 

This Cancer Commission submitted its final report in February, 
1939, and many of its specific recommendations have been the basis, 
by legislative enactment, of the present Cancer Control Program. 
A new Division of Cancer Control has been established in the State 
Department of Health in Albany. Cancer has been made a report- 
able disease in Upstate New York to facilitate control measures, 
and great progress has been made in the extension of approved 
tumor clinics throughout the State, so that now no cancer patient 
will need to travel more than 50 miles to use the facilities of such 
clinics. These clinics are conducted by medical staffs of strategic- 
ally located hospitals with the support of the organized medical 
profession which recognizes the advantages of keeping patients 
within the jurisdiction of the attending physician. 


Syphilis Control 


Syphilis is a disease of great public health and economic import- 
ance, and modern science has developed methods for accurate diag- 
nosis, specific treatment and precise methods for the prevention of 
the spread of this disease to others. Syphilis control can be 
attained by finding cases early and treating each patient until he 
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is no longer able to transmit the disease to others. If this could 
be done early in the course of every person’s infection, no other 
measures would be necessary. If early treatment is deferred, while 
danger to others may cease, the devastating complications of the 
disease may have far-reaching effects upon the personal and 
economic well-being of the individual, the family and the State. 
The economic significance of this problem to the State is revealed 
in the estimate that 10 percent of the inmates of the State mental 
hospitals require such care because of late manifestations of 
syphilis. 

The Bureau of Syphilis Control in the State Department of 
Health has developed’ a program devoted to the solution of these 
problems: through the stimulation of an early case-finding pro- 
gram; the development of approved local clinics and laboratory 
diagnostic facilities (with State aid provided in some instances) : 
the distribution of specific anti-syphilitic drugs to physicians, 
clinies and hospitals; and, the promotion of legislation designed to 
discover and treat syphilis in the expectant mother and in persons 
contemplating matrimony. 


Tuberculosis Control—With Special Reference to Hospitalization 


The hospital treatment of tuberculosis patients should not be con- 
sidered merely a service to the individual, since it is a public 
service which protects the patient, the patient’s family and the 
general public, and it is essential for the control of tuberculosis. 
While the 1930 Health Commission had as its major recommenda- 
tion the construction of new State tuberculosis hospitals to cover 
the upstate areas needing them, the present Commission is con- 
cerned with the general problem of hospitalization of persons suf- 
fering from tuberculosis. 

The bed capacity of tuberculosis hospitals located throughout 
New York State, exclusive of New York City, totals 5,537, of which 
1,139 beds are located in the four State tuberculosis hospitals, 
3,567 in county tuberculosis hospitals and 821 in municipal tuber- 
culosis hospitals—representing in 1938 a ratio or 2.4 beds per death 
—which should be compared with the desirable ratio of 3 and the 
minimum ratio of 2 beds per annual death from tuberculosis. A 
study of existing beds in the 30 county and city tuberculosis hospi- 
tals reveals that this ratio varies from county to county from 5.5 
to 1.1—and that only six counties have a ratio of less than 2 beds 
per death. 

The capital investment in the 30 county and city tuberculosis 
hospitals and the four State tuberculosis hospitals is 21 million 
dollars and 514 million dollars respectively—with annual expendi- 
tures for maintenance of 4.3 million dollars and 1.5 million dollars. 

There is a wide diversity in the source of funds used in the oper- 
ation of tuberculosis hospitals in Upstate New York. The original 
development of tuberculosis hospital facilities showed some counties 
and cities assumed the responsibility for the construction and main- 
tenance of such hospitals. The expenses of hospitalization for 
patients, from neighboring counties not having a tuberculosis hos- 
pital and, who were unable to pay, were charged back to the county 
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of their residence. During the period 1932 to 1938 three new 
tuberculosis hospitals of 200 bed capacity each were constructed 
and the capacity of the Raybrook State Hospital was increased. 
These State hospitals are designed to serve those counties in the 
State which do not maintain their own tuberculosis sanatoria—and 
$2.50 per day toward the cost of hospitalization of patients unable 
to pay was charged back to these counties. 

Because of the varying degree to which county and city tuber- 
culosis hospitals are eligible or take advantage of State aid for their 
operating expenses and the variable reductions in case and death 
rates from tuberculosis, some counties are not fully utilizing exist- 
ing tuberculosis facilities, while other counties lack beds to meet 
present demands. 

There is no question that there are a sufficient number of cases 
of tuberculosis in Upstate New York to occupy all the available 
beds—however, economic, social, industrial, financial and domestic 
influences deter many patients from accepting hospitalization— 
and some of the county and city tuberculosis hospitals render serv- 
ices of such poor quality that they fail to secure a full return from 
their investment for the tuberculosis control. A tuberculosis hos- 
pital can adequately serve the area under its jurisdiction only when 
it utilizes adequate modern diagnostic and therapeutic equipment 
and has an active case finding and case follow-up service. 

Should the tuberculosis death rate continue to decline it will be 
necessary for public authorities to arrange for a more effective 
utilization of available beds for tuberculosis, so that areas of large 
population with higher death and case rates may have the use of a 
sufficient number of beds and the smaller areas may be served by 
larger and better equipped tuberculosis hospitals. 

From the standpoint of public economy, it will be necessary to 
devise some method whereby the cost of hospital care for tubercu- 
losis patients may be paid for in a manner permitting the patients 
to be moved from one area to the other without the restrictive and 
burdensome methods which now exist. 

The Public Welfare Law (Section 86), the County Law (Sections 
45 to 49-E) and the Public Health Law (Sections 339 and 340) each 
provide different methods for the admission to hospitals and the 
determination of eligibility for care of patients suffering from 
tuberculosis. Although each of these laws was originally designed 
for a specific purpose relating to the hospitalization of patients suf- 
fering from tuberculosis and different agencies were charged with 
the determination of eligibility for care, it is reported that, due to 
a considerable overlapping and duplication in the scope of these 
laws, in many instances the determination of eligibility to pay for 
necessary care is referred to the local commissioner of public wel- 
fare for decision. It is further reported that, patients in many 
counties who are not already receiving other forms of public relief, 
have a hard time in securing hospitalization at public expense. 

This practice of placing hospitalization of tuberculosis cases on a 
public welfare rather than on a public health basis is reported to 
have a serious direct and indirect influence on the control of the 
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disease—since the hospitalization of patients suffering from tuber- 
eulosis is fundamentally a public service for the protection of the 
health of other people. 

Since in county and city tuberculosis hospitals in Upstate New 
York the total amount of money received from patients who were 
able to pay for part or all of their care represents less than 3 per- 
eent of the total cost of maintaining these hospitals, yet many 
economic barriers seem to prevent early hospitalization and treat- 
ment of many cases of tuberculosis, it is apparent that there is 
an urgent need for amendments to the present laws, as well as 
changes in the present practices, to insure hospitalization for tuber- 
culosis on a public health rather than on a public welfare basis. 

Steps also need to be taken to correct the present maldistribution 
of tuberculosis hospital beds in Upstate New York, with the intro- 
duction of operating economies so that people from every section 
of the State can be provided with an equal opportunity for treat- 
ment as well as for protection from the spread of this disease. 

Among the recommendations to achieve these objectives are: 

1. State-wide operation of all tuberculosis hospitals on a regional 
basis so that vacant beds in one county can be used in meeting the 
immediate needs of neighboring counties; 

2. A combination of State operation of some hospitals and State- 
aid for others; and, 

3. State-aid for all local public tuberculosis hospitals. 

In New York City the problem of the need for the hospitalization 
of tuberculosis patients is even more urgent since there is only one 
bed for each annual death from tuberculosis as compared with a 
ratio of 2.4 beds in Upstate New York. It has been estimated 
that at least 5,000 additional beds for tuberculosis patients are 
needed to meet present requirements in New York City. 

An actual barrier to a suitable system of tuberculosis control is 
the division of public responsibility—with the hospital facilities 
consolidated under the Department of Hospitals; registering, case 
finding and supervision of tuberculosis patients under the Depart- 
ment of Health; and both the Departments of Health and Hospitals 
operating independent consultative therapeutic and follow-up 
clinics in New York City. 


Dental Care—With Emphasis on Oral Hygiene in Childhood 


The widespread need for dental care has been revealed in many 
surveys. Studies in New York City have shown that more than 
90 percent of the school children have dental disease—and most 
adults have some dental disorder. 

Dentistry is expensive when compared with other health services 
—the common estimate being $10 per year per child for the first 
two years and $5 annually thereafter. 

If oral hygiene is neglected in childhood much higher costs are 
involved—$¢84 being the estimate of the total cost, at clinic rates, 
of dental rehabilitation for the average adult in the urban areas. 

By maintaining good oral hygiene in childhood the need for 
extensive dental restorative work in adult life should be materially 
reduced. Oral hygiene can be maintained by promotion of good 
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nutrition and general bodily health, not only as a part of the school 
hygiene program supervised by the Department of Education in 
New York State but also by special oral hygiene programs designed 
to serve individuals not reached by this program—such as infants, 
pre-school children and pregnant women—among whom preven- 
tive efforts yield the highest returns. 

The Division of Maternity, Infaney and Child Hygiene of the 
State Department of Health has recently developed an oral 
hygiene program under the direction of a full-time dentist, with 
full sponsorship and participation by the State and local dental 
societies. During 1939 clinics organized in 101 communities in 14 
upstate counties used local part-time dentists and dental hygienists 
to care for 198 infants, 118 pregnant women and 3,217 pre-school 
children. 

In New York City the Dental Division of the City Department of 
Health during 1938 operated 135 clinics, the majority in public 
schools, serving 87,141 children during 354,791 visits. This New 
York City program should be compared with the 1934 figures when 
83 clinics served 51,580 children in the course of 165,622 visits. The 
dental services provided through this program are educational, 
prophylactic and operative. 


Drug Addiction Control 


Narcotic addiction is now recognized as a disease entity, with 
definite symptoms—with special interest to the community because 
of the psychological and social adjustments involved. Although 
no reporting of narcotic addiction is required, it is estimated that 
there are at least 4,000 addicts in New York State. 

The narcotic addict is most dangerous to society when he cannot 
secure the supply of the drug he needs to prevent violent with- 
drawal symptoms—with the result that he may resort to crime to 
obtain it. Since factors which lead to law-breaking may also pre- 
dispose to drug addiction—there is no doubt that in many instances 
proper medical treatment in a hospital may achieve more in terms 
of the rehabilitation of the individual than incarceration in a 
penal institution. 

At the present time the State mental hospitals provide the only 
State facilities for the treatment of drug addiction ; both public and 
private general hospitals are reluctant to admit drug addicts since 
they are difficult and undesirable patients; and care in private 
institutions, designed for the purpose, is prohibitively expensive. 

A recent study indicates that it would be ‘‘financially impos- 
sible and of problematic worth for the community to provide facili- 
ties for the long-term care of all addicts.’’* This same report 
suggests that experimental research in a privately endowed institu- 
tion designed to study causes and treatment of alcoholism and drug 
addiction ‘‘may eventually lead the way to a better understanding 
of how to deal with this problem on a more comprehensive scale 
through public agencies.”’ 


1 Report of Sub-Committee of Committee on Public Health Relations, New 
York Academy of Medicine. 
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This Health Commission recognizes that the control of narcotic 
addiction is one of the many problems involved in the development 
of a comprehensive State health program. 


Physical and Social Rehabilitation for Handicapped Children 


The New York State Department of Health, following the polio- 
myelitis epidemic in 1916, began a program of rehabilitation of 
handicapped children through the development of a program. The 
State Legislature in 1926 amended the Children’s Court Act and 
the State Education Law to implement a specific program for this 
rehabilitation—and on recommendation of the 1930 State Health 
Commission, the Division of Orthopedics was established in the 
State Department of Health to supervise and provide professional 
services in this field. 

The program of rehabilitation of crippled children is a joint 
responsibility of the local communities, the Children’s Courts and 
the State Departments of Health and Education. Public funds are 
expended for the care of a crippled child, usually on the basis of an 
order by a Children’s Court judge and, since medical services for 
these children is so expensive and prolonged as to be prohibitive in 
cost for the average family, if the State Departments of Health 
and Education approve the services requested, State aid up to one- 
half of the approved cost is granted to the local community from 
a fund in the State Department of Education. 

The Division of Orthopedics in the State Department of Health 
is supervised by an orthopedic physician and central office staff 
with a part-time district State orthopedic surgeon in charge of each 
of the five districts in the State—supplemented by 32 State ortho- 
pedic nurses engaged in field work. The activities of the Division 
of Orthopedics and its field personnel include diagnosis, treatment, 
supervision of care and follow-up of all orthopedic cases reported 
to it. In addition orthopedic services are given to the State tuber- 
culosis hospitals and several institutions under the State Depart- 
ment of Correction. 

During 1939, 360 clinic sessions were held with an attendance of 
12,245 patients, of whom 2,917 were new patients; the orthopedic 
nurses made 32,513 visits to or in behalf of 8,381 patients, or about 
four visits per patient. 

The total expenditures approved for State aid, upon 2,922 orders 
by Childrens’ Court judges, was $916,688.91, an increase of about 
$140,000 over the previous year. 


Extension of Approved Laboratory Facilities and Services 


The service rendered in behalf of patients to physicians by 
laboratories in the discovery, identification, prevention and treat- 
ment of disease is indispensible to the application of biology to the 
modern practice of medicine and the promotion of the health of 
the public. In New York State 424 hospitals maintain clinical lab- 
oratories and 96 hospitals send out all of their laboratory diagnostic 
work. There are now approximately 130 local diagnostic labora- 
tories in Upstate New York approved by thie State Department 
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of Health and located in 45 of the 57 upstate counties. With 
important exceptions, all sections of the State are within reach of 
these laboratories most of which are located in hospitals. 

An approved laboratory must be directed by a physician, thor- 
oughly trained in pathology as well as in other diagnostic labora- 
tory procedures and qualified to act as a consultant; and, equipped 
to perform all of the principal tests considered essential to the 
efficient practice of medicine. 

The progress and development of local laboratory service in the 
State are shown by the number of examinations made in approved 
laboratories, namely 3,956,092 in 1938 contrasted with 102,000 in 
1915—and during the same period examinations conducted by the 
State Health Department Laboratory increased from 48,000 to 
651,903. Antitoxins, sera and vaccines are prepared and distributed 
to physicians free of charge by the Division of Laboratories and 
Research in the State Department of Health through 200 district 
laboratory supply stations distributed throughout Upstate New 
York. Notable among these are anti-pneumococcus sera for many 
types, as well as diagnostic sera and reagents standardized by the 
State and distributed to approved laboratories to promote accuracy 
and uniformity of diagnostic procedures. 

To permit necessary laboratory work being performed at a mod- 
erate charge or free and to establish new laboratories for this pur- 
pose, particularly in rural areas, State aid is granted for the main- 
tenance of laboratories in six cities and 19 counties and for 
reimbursement for services rendered under contracts with six 
additional counties. 

In the judgment of competent experts, the recommendation made 
by the Commission in its Preliminary Report? for the improvement 
and extension of laboratory services can be realized if the following 
steps are taken: 

1. Further development of diagnostic service by continuing 
grants of State aid to county and city laboratories and by encourag- 
ing expansion of such approved systems or their establishment 
where such services cannot be provided by arrangements with 
existing laboratories, so that facilities including the advice and 
counsel of competent experts in pathology and bacteriology through 
personal consultation locally, are readily available to every phy- 
sician in the State. 

2. Further provision as indicated of diagnostic, prophylactic and 
therapeutic preparations by the State Department of Health, so 
that the general practitioner may have these essential aids within 
reach for his patients in all income brackets. 

3. Continuation and extension of research and related field 
studies by State and local laboratories with the aim of improving 
and developing technical methods and thus of providing more 
efficient or new aids to the practicing physician particularly in such 
baffling but urgent problems as the virus diseases and those of 
indeterminate nature. 


2 Preliminary Recommendation 6, Legislative Document (1939) No. 97, p. 4. 


“— 


MEDICAL CARE 
In New York State 
1939 


PAGE 
'‘aAsLE or CONTENTS (SUMMARY) ~< oo erick acs cece ces 7 
TABLE OF CONTENTS BY CHAPTERS........5.....0.-.00.-0.- 108 
Rr On WaAre A Crane ek. Ace Nas. . - 108 
SE SS TR ge re re ain ae Se 109 
Pee PI ees ok: 4 ww Mee cece nes 116 
CHAP- 
TER 
I. Medical care in welfare districts, November, 1939..... 117 
IA. Physical conditions of persons admitted to county 
CE RRR neg oS = ee Dre rae a are ae) 183 
II. Medical care programs operated by departments of pub- 
MO Wellmre, RO ateei ese oe ck ea ae Fo. eh 187 
III. Patients discharged from hospital wards, 1939........ 199 
IV. Pay status of patients in hospital wards and clinics, 
IN I fe ad os. 6 ya's « od Bactate HM Chics 6 See vi 283 
V. Graduate medical education in New York State....... 305 
ine UMMMRU SEIUIEENICD. Co) ce csc ca coc cccccces ce ddcne 321 


VII. Special health problems: pneumonia, cancer, syphilis, 
tuberculosis, dental care, drug addiction, handicapped 
children, laboratory serviceS.............ceceeeeee 407 


ec ecceeccavbuwden 435 


[101] 


MEDICAL CARE IN NEW YORK STATE 


102 


; Wyey Lm Vp 
wag, Zs y 


Y 
Yu A GZ 4 
Y/ 5 a 


Li 4 


vA 
Z 
ee 


CWLesoH eBOdEY ATIVILIN OL dAUVTEE EE] 
wussson aman enouaenin wv 20 STWR oF OL 0 misim 17% 
2; 


J Suan meri wos wo emhonseY WuletON WeDED v2 erm oL 0 main £7| 


Winn sev moms ewe ee tems mec /7/)) 
WAMGGOM WHR CROuddY HY 4 STWR OF Gry of 0393128777) 


(BSCR WO BNC) “TWLIetOH TwuINTD OZAOUGEY MV 4 ETIIM 01 OL © wimaim 7) 


SIWLIGSOH WWY3N39 G3AOUddY JO NOILNGIYLSIO 
3LVLS WYOA MIN 


2 dvn 


TABLE OF CONTENTS BY CHAPTERS 103 


TABLE OF CONTENTS 


PAGE 
BE aati agit 22 Ly Sat ae ns l= an A, Ce + 
Summary of progress: Health Commission recommendations............ 9 
Health Commission studies summarized................... ccc cece euee 19 
I EE a oe ee ee eek ce ce ok ts 1 aheoumdard swan 108 
REI MR ode ofa l Shc SiGe sliesehs Sm Aieiasy ade 45/5; URtisale BLASER 109 
Chapter I. Medical care in welfare districts, November, 1939.......... 117 
DE TE EMM oe een nae nn pigs acs cp tinst ¥ cid « 117 
General report (Form MC-1) covering summary of medical care 
a aac Be ws sp nS spctcass Stasis. AA 117 
Report (Form MC-2a) for each application for medical care........... 118 
Summary report (Form MC-2) showing volume of medical care appli- 
ee ee te ee oe crh a he cee 8 sctecn atte cetd oak 118 
ea ae iv ees es cay spit ches cate. 118 
Welfare districts reporting, relief applicants, caseload............... 118 
Welfare districts reporting non-relief applicants, population.......... 119 
Se ie Oe es ct we ee cel es bet lesa hchoas 119 
Disposition of applications for medical or hospital care............. 119 
sath lle ll Pte eel et Na ae re aay a aR 120 
Des en cree eres a Kan en's <i 8i. 42 ha, 8,80 120 
Age of persons for whom medical or hospital care was requested...... 120 
Source of application for medical or hospital care................. 121 
Diagnostic groups reported for applicants.....................0005- 121 
ES OPE CME ee et eget n ete ne hts pew pnt ne« 121 
TE EEN eae a Sec we he oe Sats +,4 204 Aone “inion 122 « 
NNER OMNEEE DS CUE UMONCOEIE one cic ccs weje ds ait eee cnet tae mis cinne 122 
Sound DOU WG Pts [7 1 TCC 3 gh eg eee i le ie ae OG a ge 122 
NU RENE OE A MMENONNC ce cp ee ae ag eas tps gin tenn tors tno pe 4 eRe 122 
Monthly budget to determine eligibility for medical care............ 123 
Charts 1-9, Tables 1-39 (Pages 124-182), See Lists on pages........ 108, 109 
Chapter Ia. Physical condition of persons admitted to county homes. 183 
Method of study and summary of findings....:..................... 183 
usURRenCaR et rmnlee CDI eirnaaten a Re eee ie Sie go 5.8 oD gue Fe dye el eeeis Fels 184, 185 
Chapter II. Medical care programs operated by departments of public 
SEEMED ERD be ta 86.54 Fe fo Fs esto Fe vusPo Io Jo 19 25 Po he Paste tebe ie Yas Tate Ne Jo ta ha tee 'anra, "0 fo Fete wal ate oe as 187 
MN MMM RRRN rssh CV aliciaedHay thal daa rs WASNT ONES ne a orale BU DO. BS, 187 
em sUnUnEee Bumremmeeer eA, PEI, 2PI. Sie. Ae ICH I. 191 
ERE SV CON I SB a Ae ae eae a RR oa 192 
eee CNR REAR ERLE cca ruite ica sins iv teas Gln ars Ae len CO eee OU OETA, AS 193 
co Eo ee ee earns rg 2 ae eh Eee ee 194 
PNMNMMMINNE Nii ohng, Sache Na ah hare hnaid he awe eaten whe TAD ETE AS. SU 195 
A MEMCC RANT ARCINLGD SUE SAME NGIE Pies.7 Su a4 stile g, Gals oes Sa oot PRE iasorenatateraceleretbrgne wibhdieeh oblb e Bhte 197 
Chapter III, Patients discharged from hospital wards, 1939........ 199 
Ry tech ag cra a an rons hues a ncgehs or Che Dineie Fo > TAREE 199 
RN INR gies <BR ETH 26s SEL, <n ad BOG NAL. Kaw: FRATH ors 201 
eG i iia « saad biel s deter weis aye Jered eye's esa 6 he 30 8s 202 
Analysis of Form 1 data (from hospital and welfare department 
CRIES aw twee ai eae Aw te a Sal a A Asoc cAlAL ACE diy ac ileres 00 «6 chigonane A brenods of ERE a ea IM 208 
Provisional findings from Form 1] data.... 2.0.0... 0 cece eee es 203 
Age distribution of patients, by hospital................6-.0 sees, 203 
po SR a | OE aa bet eo ee a ee ate a 204 
CRVERSMEMGMR SO MOGPIORL 6 2 ost roe i he ce er eee ee ee ett oo me bang es 204 
Occupational group, by hospital............. 066s ccc eee e eee e ences 204 
Length of stay in hospital, by hospital.........-...-...e.eeee eee. 205 
Discharge diagnosis of patients, by hospital..................++.... 206 


Surgery, by hospital... 6.6.06 ec cree reverse ee vevevasevecsteuues 206 


eae eee 1) ae 


104 MEDICAL CARE IN NEW YORK STATE 


Chapter III, continued 


PAGE 
Mortality of patients, by hospital... ....<.. 001+. .5-0+s04..d0senae, 207 
Physician who treated patient in hospital..................0.cc0ee. 207 
Responsibility for payment of hospital charges of patients........... 207 
Source of referral to hospital and follow-up advised by hospital for 
three hospitals maintaining out patient departments............. 208 
Analysis of Form 2 data (obtained by home interviews).............. 208 
Scope of provisional study of Form 2 data............................ 211 
Provisional findings from Form 2 data (obtained by home interviews) .. 212 
Fimo: interval sce 66060685 PAE Oe TO ae 212 


TOO Co TUR PITA RRC 6. s,s o's oe ce sah euin + BASE, ee 213 
Patients’ statements as to reason for delay (if any) in securing medi- 

DE RM aos As nate den LugRash W's Wale « SERRA § PRAT. cclge aee ee 213 
Sell aloation, - RREOWE AE akc?) ia, deisel 213 
PRAY DAV ious ex teh basen aes > EREDAR cok Piece eee oe 214 
Physical examination prior to this illmess.....................0.. 214 
Periods Pliysical examinneion. 4 cies vad seed oo ee ee 214 
Duration of private physician’s care for this illness................. 214 
Private physician’s use of consultants.............cccccccccccccece 214 
Content of physical examination during this illness as reported by 

cig, CE ee Ir HUNT ME LA LION ph A upland eM SDE, feu: 214 


0 MORBIURURREIONE 5 oo Pasta g so ae Satie 4 ee cMeSae mks ce Uae eee 215 
Duration of clinic care for this illness prior to hospitalization....... 215 
Delay in ROROUAL SONMOMION iss. esta c tab wy ce babee oe ee 215 
Medical care following hospital discharge.......................... 215 
pamly (Caan INGOIO I. . 4. Go she, «stam heey eae an (ee 216 
Interval between hospital discharge and home interview............ 216 
Special analyses of data on obstetrical cases........................ 216 
Month of pregnancy in which ante-partum care LE eee Mae gi 216 
Month of pregnancy in which labor occurred....................... 216 


SA FEpOrtel Wy, PAUGME, «+: 5. stabs & tN uk canes Wiles chee ee eee 217 
oe a SSIES 2s GURUS Bg 55 eg MN ir aoa gpine, "8087 8 217 
CONCIBMIONA V2 kitoneHt- Find sien nw « amie nlecnie CRORE Shae Meee, Sent 219 


Charts 10-14, Tables 42-86 (Pages 220-282), See Lists on pages....108, 111 


Chapter IV. Pay status of patients in hospital wards and clinics 


in. New York Biate, .Novembary O89 ..i« son o-c savmy Seaton do « Vesehens 283 
PRPPORMCUIOD, 6) oy oe aed ey > ¢ Bens deel Laie teen REGS. Sa 283 
Pawidyass Of hospital wigta. i... i950: ¥ers wes cetan tea eck oe. 284 
Hospital ward patients, New York State, exclusive of New York City... 285 
Hospital rates, New York State, exclusive of New York Oly sitivte « Yon 287 
Hospital ward patients, New York City...........,sssdewuald. vou ad, 288 
Hospital fates, New | York (City..s...0cc.0.ss0c5,0 cali c ue «akc aa eatiee Ane 290 
Srmrnary! OF  MgepitAl) BAie evs odes 5 ss a00 des oa eae bak eel 290 
Pal YSIS At CUBIS GAED. o o.. «.5 o.5is:0.0j0;0.0,0.0.2,4.0,0 5, mas Re baie 291 
Clinic patients, New York State, exclusive of New York Citys ce RR 292 
Clinic patients,’ New: York! ‘City... .09i). bouredeady aie, AU cite 293 
ERY OF. ORAM AMER 5.).0:0so\uraret estates onan anaronevonloadeeinonnncniaeigeine alee RMEDE 294 
Tables 87-94 (Pages 296-303), See List on page....................... 113 

Chapter V. Graduate medical education in New York State......... 305 
MURR OG OTN a ails da ak fs sn a 5a se gees cis os ee 305 
Study 1. Opportunities for intern training in New York State......... 308 


Study 2. Intern and resident staffs in hospitals not approved for intern 


OATS Seay! 4.9.0b RRA TE ais F 4 ha ak Uc aa 309 
Analysis of intern and resident data. . is bicmsele osi « wsisieue « bnaid rertion 310 
POA ass. 0)5,4.8) on, escanoeignu nm Died pacha elon aac cae cal ak el 311 

Study 3. Intern experience of medical licensees...................... 311 
gern ht PORE ee TC ane PUT MINED: gifiinc fe. heute 312 


«ean 


| 
q 


TABLE OF CONTENTS BY CHAPTERS 105 
PAGE 

CR AMMOR UM Ee FEOGLCIE! MR RURATICE: 5: «5 (5'5(si5)). wie ibn ola. s'0/bls\« oialetepapgle Via me phale> 321 
Ee Pe ORIG ice sce enews ott Jnviban. el wishes dumpeavaaeed. 321 
MPU CRUITANNINIG, TIGIE « ¢ gfx cc ccc cc eddy caccceccccceianade tds 322 
Warloue types Of. “Health Insurance”... o.0.6.0.6.c cco es CERT Ia 322 
Various methods of distributing services under health insurance..... 323 
mource material. babies. PO2—-lOG oS ON. eave ees OER BROALL: 324 
Hospital facilities in the United States—all types (Table 102).... 324 
General hospitals in the United States (Table 103)................ 325 


Extent of general hospital care in the United States (Table 104).. 325 
1935-1936, Distribution of income in the United States (Table 105) 325 


Income of physicians in private practice, 1929 (Table 106)........ 326 
Part II. Voluntary health insurance—with special reference to plans 
operating or proposed in New York State.................. cee eee 327 
Bpensore of voluntary health insurance... ..... 0.0.0... ce ake whisle es 327 
Commercial insurance against the risks of ill-health................ 327 
Characteristics of commercial imsurance...............0+00.eeees 327 
NN ein tac hiad exten ROUIALIIMS oe SAA LUI ath do). sas de beue. eqaee. 328 
I, RIO yg oases ts ve eee WER Li bom . 1G. solindlatell. 328 
Dee. OF Ween. . hig. belle bia. Bitar aiid sia. denldersuw iad. 328 
PeCeOE BM, DORILE INAUTARCE <. . 2 oo sp x.0 0K bis LHe elke dan qeiiaals. 328 
CPO CTIRUPANCG Goh idswils mois. dus eeioialx)< do..duedse aun. eden. 328 
I OR IOS, ROUTE 5 on igs essen ccecrrornctoas.ccege dae RESALE aA 329 
Study to determine the extent of coverage of the population of 
New York State by health and accident insurance............... 329 
Results: Accident and health business in New York State (Table 
BOO) dilean .ganelgnauss -1cb.. «lawwenter.0s Redwigel. dow ean + 330 
Non-profit free-choice plans offering insurance against costs of hos- 
MepmneenIeE Regia.) onld. 3.60201 .25)5 Mik. ines K ods jaedbidl. Laas 331 
Prepayment plans for medical care, covering physicians’ care or a 
WableoviOn Wetviede) mini fh eed. oh ali adauabilad. aite oes. 334 
Gohermb-eharaetebisticn ciisi ssa casi. d iiiwak qeiceivg wes dnsnawides 334 


Development of enabling legislation in New York State (Article IX-C, 
Insurance Law), with additional references to such legislation in 


ee ee ee teak eth CAN eRe s ant ss nee SORRUERO 335 
Rules of State Board of Social Welfare.................- ee eeeee 338 
Progress under IX-C (medical expense indemnity plans).......... 339 

Description of new forms of medical service..............-0ee scenes 340 
Jizamples of group practice plans... .. sic ies ier. die seridancenw eon 340 
Example 1. Diagnostic service (group), Mt. Sinai Hospital, New 

OMe GES | A. SOU hai ila aed nlase on Jee wwrcael bebiacpel ... 340 
Example 2. Preventive and curative clinic—Union Health Center, 

ewe nmONe Ati sie ertls .egew. oud . cued 0. we wcisudiadeidl... 341 
Example 3. Medical care program—Ross-Loos Medical Group, Los 

MaOINRIGNE A checlascaiiin, . 720. > . nwt DAL Doon. “aol. oo bieaates 341 


Example 4. Medical care program Industrial group practice.... 342 
Example 5. Summary of five medical care plans, prepayment basis. 342 


Examples of individual practice _ Peay aa ant aaa s & at wuier ae, sae 344 
Example 6. Medical and Surgical Care, Inc., Utica, N. Y............. 344 
Rates: deductible features; limitations..................0-20055 344 
Medical benefit exclusions; reimbursement of physicians......... 345 
Example 7. Western New York Medical Plan, Inc., Buffalo, N. Y.. 345 
Rates; benefit deductions; medical indemnity limits............ 345 
Medical benefit exclusions; reimbursement of physicians........ 346 
Example 8. Associated Health Foundation, Inc., New York City.... 346 
Area served; rates; medical benefit exclusions.................. 346 
Reimbursement of 0 dara Lea aig walslek aiwuls ok aa tee om es 347 
Comments on plans established under Article IX-C, Insurance Law.... 347 
A IERINRINE ai einicl oan, kot, plea Heltah e 12'S wie > ve tine ace se ae ne ane 347 
Limitations on medical service; deductible clause; waiting period; 
eancellable or non-renewable clause............++eeeeeeeerees 
Achievements and shortcomings of voluntary health insurance........ 349 
RUNS PAST AGeG BEN FUE Esccee reer pees eet eset mengatnccea neces 349 


106 MEDICAL CARE IN NEW YORK STATE 


Chapter VI. Part II, continued PAGE 
SCOPe Of BETVICS: Fir is athe tata h ob he Pree arte et eee eee eee ee 350 
Prepayment plans. for medical care...............eeieununmels 1.2 350 
OBUE: ie seniv ade hanedavw nse sp neh od se RO 6 OLE RG 5 ne 351 
AAMINISEPATION. 1. jo scj0e ine ome = oo ns 4» AA ORE, Moh CON ss wk MON, Meee 352 
Standardization}! supervision (33.6 0. p..idudi pied. 12 elution Ri ES 352 
Legislation «iy 6ag 14.0 p46 sks ie tds SOV EC Ms PELL), BRL ee Coe 353 

Part III. Compulsory health insurance... 2.50... eseseracceeess rs cms 355 


Characteristics of required programs as contrasted to voluntary plans.. 355 
Attitude toward “compulsory health insurance” in the United States.. 355 
Principles and trend of development of “compulsory sickness insur- 


nee” Hi ROSIBUCOUNTTICN, «2.5.5. 4). 5.6 jnacewticns vis.s x0 9 ees PO ee 359 
Reasons for the development of required programs................ 359 
The ip sa of compulsory sickness insurance plans abroad—three- 

OU iid so SEs S's oan op DOR OTRERE . BLL eT 359 
Coverage: 0... diavadii.to. pas, adl, desde eee etUeek, eee 360 
Voluntary. subseription: | .(it iad), . laieaeains.. Je, SRR 361 
Scope and extent of medical care provisions................++.04. 361 
Distribution of. medical: -cares): 04. Acs 2) eaceewigael,. Meee 362 
Remuneration of physicians and allied groups.................... 363 
Quality of medical: care.).u0. ssi s.noreiuanh A ood. boned Gapeek. 365 
Scope and extent of compensation for disability.................. 365 
Administration |. ..:....:44.20... tases PRs dg eae 366 
Pimanting and) deosts.. siase10 . J. dueiia. alt ania. <h Sede 367 

Lessons from foreign experience—strong and weak points............ 369 
Workmen’s compensation in the United States..................00. 372 
Summary of legislative proposals for compulsory health insurance 

in the United States 100i .puiain. eosl¢.. petadaook tose 375 


Federal bills; the Wagner Bill (S. 1620); the Capper Bill (S. 658) 375 
State bills: 1. The Epstein Bill; 2. The New York State Wagner Bill; 


3. The California Bill; 4. The Wisconsin (Biemiller) Bill....... 376 
Problems of compulsory health insurance with special reference to New 

Mork State aac, a.ccwa rs wo setieke abel ate e een 377 
State’ vr: federal: system i1.01.. Wiaiiloe. Mid. CW 377 
AUB VOT ARG «<6. 6, ddetisincvecaresn ayers wok wie omeoial ahete wadh ies Baayen 378 
Scope of any proposed compulsory health insurance program....... 379 
Scope .and‘ amount ‘of ‘medical: ‘care: .o/ 000i). sds sohenneeetaee.. 380 
Organization of physician’s iservices):: 04. Jin. wou. is eekplaoae 381 
Remuneration of -physicians..... 20516 dtl. aude. deena. 382 


Estimate of potential costs and income under various proposals.... 384 
Expected income of a state health insurance fund (Table 108).... 386 


Hiiploynient ‘and! payrollas:. sv iia. bus. aclewres’, .&.. shpanes 387 
Distribution of workers by wage class, New York States and 
United States (Table+109)-si toy wia. setts WS: ae 388 


Necessity for coordination of any proposals for compulsory health 
insurance with existing voluntary and public health and welfare 


aetivitiee oe san Jeol hans, avi... yaaa 2. alee 388 
ALG LV. AMMCRGE, “ui. sci tines a bonsinartynds 0dn doting ated BRS ath ae ee 391 
Enabling legislation in various states dealing with voluntary non-profit 

prepayment plans for medical GBre. .\.. s.65 apes «sass a pape 391 
POUR LTB TiaR ae 55550508 8 oes os ela YS ae cack OS ee BRE « Oa ae 391 
Michigan. cect 3)0 $0 antaot« ¥uh Medes § oa Oh © ama ick eee eee 393 
Vermont iciaai: Baca. eat cata cece ols eMaeee Ramin ee ents Cees eee 394 
ILC syns Skis a saidhe, unamnss 2 San gps ih ech bie Selon ke a © ee 395 
Summary: for states adopting legislation................,...00%: 395 
Proposed legislation which did not become law...................: 396 
Arkansas’: dinoissiMaasouris ° ORIG cc ca ceiuk wntsisiou wun. clashes meeaeteates 396 
DAMS | VV IRCORGIN, | as osis.cis sip « ¢s'u wo bree reteset plage 397 


Description of bills and proposals for compulsory health insurance.... 399 
The model bill of the American Association for Social Security 

(Mipabeiny ios cat . el. Sn Aa olds dees sue oaks slg 3 ee 399 
Coverage including voluntary clause; scope of program; scope and 

eintount Gf médicdl Gare i 105 6G BARS 55 lhe eeee ee Rees 399 


TABLE OF CONTENTS BY CHAPTERS 107 


Chapter VI. Part IV, continued PAGE 
Remuneration of physicians; scope and amount of cash benefits; 
etre odie «ps 4 48 6 a Que wages Sa goe 400 
PE es Soca Sue ge rk SMa gra Ne a Ro PD ist ae 401 
wee eeeuee craw Scne Gtate Gill... ee ee te eee eee ae 401 


Coverage including voluntary clause; scope of program; scope and 
amount of medical care; remuneration of physicians; scope and 
epee curls Meneta) ./ 50 62C. 54. SEO Seda Le. Sues 401 

IMMER Ce OO ogi lule a es awit siu od ie ins ae ae ag Migs 402 

Epstein Model bill for compulsory health insurance, 1940 changes... 402 

Coverage including voluntary clause; scope and amount of cash 


Oe Ree gers) Gre al eR aie acuta ee sed aie aay Radiat e 402 
Cus wenenty sencawle: (Table: LEG) c0.2 04 oes ce. c ee cbse. 403 
Administration; financing; premium schedule (Table 111)........ 403 
PII VOGUS LOCO TCRAMDOCE, ocyoid wins cota. Hho ed. cae ve sees cess 404 
en ePnEIETE WEIMREEEE PERE ai iy cee ete s he sends e esate ot 404 
Coverage including voluntary clause........./.......0..eeeeeees 404 
Scope and amount of medical care; scope and amount of cash 
Wenents; administration; financing... . 5 sso. 00+ dee dens cee 405 
UTE UIPIEENS UNREAL e g vig go <span s vals 0b es aes see se 5 55 405 
Coverage including voluntary clause; scope of program.......... 405 


Scope and amount of medical care; remuneration of physicians; 
scope and amount of cash benefits; administration; summary.. 406 


Chanter Vil. Spectal health: problenmsic io visa. sheiiye cote sis sites. Sbifitededele « 407 
UMM EUEO A FO a SL ald, fhe aod oo ¥ Oe Nait di sud Gin nee hy ears a' oh he Mo 407 
TERE di hafaseratearnai a'ae oF u 2 6 6 ¥ ded, Kandi’ Ba Misch orate s dalam sare aus 407 

Fre OPEN CR IIe eek) nye evn dee a atiat eo dare aichs) calnlade o Biel's bf enepaiieiterailei'g ofalla «ia lniesl oly 408 

er emICrCrs Mera, GIL TYPOS: ine cc cect hee ee cab ng tse c ees 409 

Wil ete Aer MEE NOE NICO Mea tert a die Cdn scl oeiee cueigle waele siete es wioatie ghee 409 

Chemieaknmerapys Suilen pyridine i: 342). ce. OEE SN LI 410 
PE Ih ei cals dbs ls durante ye tena corevasuva tae etatenotarava'n « MECRIS 5 ETE AES 410 

MANE RUMOUR fire. ch cd «ordi. gh! eyeretm «oles Sietadiek + Sis lake ob RY «BIRO TRSSL 411 

Cancer commission; division of cancer control..............0.05.05- 412 

Tumor clinics, diagnostic and therapeutic...............0.eeeceeees 413 
PUMAECRCNMMEMNE MUR SEA Ce da ete Hie Pa aie l ete els Vd eee ese a ue 46 Sun teebins & 414 

TRPGIGBO MINE TNAIVICMAIS<INVOIVOD ys 6585.6. icici. oa iin oles Hed a ee ee 414 

SIN URARMNNE TS PP isto ey Seas he Khe male Wis press va Kees sre ones 416 

BRITE OMNES Saale upipingt tee Susie at ty Ree Renan a Rene Paonia = 416 

I URE ONDINE a cinta Ime. acy 6-4 Riek mca sino sins +8 al ede sear des 417 
Tuberculosis control—with special reference to hospitalization........... 417 

An inventory of the tuberculosis hospitals...............02-.0ee ees 417 

Investment and operating costs of tuberculosis hospitals............ 417 

PRE Ore Gt HITCH SULEOLE ooo ca1p ce, asians han + oS: epehh come> deny qitan © iepeitinn se 418 

State, county and city tuberculosis hospitals................e. eee eee 418 

Pete ee ODOR! Weds ee ee i es ew eases 418 

Future reallocation of hospital beds may be necessary................ 419 

Percent decline in resident tuberculosis death rate, 1926-1938 (Table 

RAR ar SAAS LUCHA rile 5 Sesh «usar RBS OLEH SEE LETS PUGS. 420 

Percent utilization of total available beds in tuberculosis hospitals 

(CEatilciet bl abiteert ta, tase cee. peer sid). wen bed. oi Sewell. 421 
Economic factors in hospitalization of tuberculosis patients.......... 422 
Public welfare law; county law, public health law................ 422 
Confusion in the administration of these laws...........+..++++4. 423 
Need for amendments to present. 1AwWs. oo. oj. cies ees cele we sie os wine sis 424 

Summary, tuberculosis hospitalization in upstate New York.......... 425 

Tuberculosis hospitalization, New York City..........--+e sees ewes 426 
Dental care—with emphasis on Oral hygiene in childhood............. 426 
Drug addiction Comtrol. 2.2... eect cee cette tec ecnes 428 
Physical and social rehabilitation for handicapped children............ 430 
Extension of approved laboratory facilities and services......-.....-.. 432 

Present laboratory serviceS...........e ce ceee eee cere eeerecereeee 432 


Provision of prophylactic, therapeutic and diagnostic preparations.... 433 
State aid for laboratory service... .........ccce secre secrececceccnens 433 


LIST OF MAPS AND CHARTS 


PAGE 
Map 1 Geographic distribution of physicians in New York State........ 8 
Map 2 Geographic distribution of approved general hospitals........... 102 
Chapter I. Medical Care in Welfare Districts, November, 1939 
New York State, exclusive of New York City 
CHART 
NO. 
1 Comparison of type of care authorized for applicants with relief 
SLACUA;} Gnd “POM-Taligl ‘GtSENS. os. co ak ks pees pb gee eens 18 


2 Comparison of age distribution of applicants with relief status and 
applicants with non-relief status authorized to receive medical or 
ROMDUGE, VOLO 5 34.5 05h dis dik Read eh ata Gale mere ork mite @ ots 


3 Age distribution of total population and applicants for medical or 


hospital care with non-relief. statue) sii. )0 2220. SUD SS, eh. 26 
4 Age and type of care requested, applicants for medical or hospital 
CArG Wit’ BOM TENE. BORbIS. . y «<0 5s +o.) #.0:0:0 5,044.5 ot am lis a eee 27 
5 Age and disposition, applicants for medical or hospital care with 
MON-TOLSL: . SUACUS I 0's 6.0), 0:0. 5565 viedo 8 UNG ore) eb EDR ee Te ee 28 
6 Source and disposition, applicants for medical or hospital care with 
pompolic! . etatws:, 00.5 50h6 ces se secaaw ul Lee ek be Re 29 
7 Diagnostic groups and disposition, applicants for medical or hos- 
pital .care “with . non-relief stati. 60. MS Oe A 30 
8 Relief history, applicants for medical or hospital care with non-relief 
UME fons eter oa uie hs cteteke ge ele eise cas aloes Ca ae ie ea re 31 
9 WPA history, applicants for medical or hospital care with non-relief 
BUR EUIS 63 aise o:o.3dth alps coiaud de cabins ouelcharbuaigede lie als” Sige) delle wt Contests ea) ea 32 


Chapter III. Patients Discharged from Hospital Wards, 1939 
New York State, exclusive of New York City 


10 Hospital ward patients classified by surgery and length of stay in 
DONBIORT Sees sessaie shee 60k 4s apse aes mies eee ee 47 


11 Hospital ward patients classified by surgery and diagnostic groups 48 


12 Hospital ward patients classified by responsibility for payment and 
length of stay. in. hospital. 0 s.:.a0ss sone mi bee eee 49 


13 Hospital ward patients, excluding obstetrical patients, classified by 
intervals between first symptom, first medical attention and hos- 
pital -adinlesion') 1 )ieQ Wis 20. BOR GR Re BE. TE, SEO 50 


14 Hospital ward patients classified by annual family cash income.... 51 


[108] 


LIST OF TABLES 
Chapter I—Medical Care in Welfare Districts, November 1939 


TABLE 


NO, 


1 


13 


14 


17 


18 


PAGE 


Comparison of age distribution of persons with relief status and 
with non-relief status, authorized to receive medical or hospital 
ea See eine oie aed Wikis es hy a)s << s faye «50s ots fhe Cae 

Comparison of type of care authorized for persons with relief 
status and with non-relief status............ 0.0.0.0 sees c ee eee 

Disposition of applications for medical or hospital care of persons 
MEMO rl cre scan cy bce isd ss 46 ves a cae bees tases 

Denied applications for medical or hospital care of persons with non- 
relief status, classified by reason for denial.................... 

Applications for medical or hospital care of persons with non-relief 
status, classified by disposition and type of care requested....... 

Applicants for medical or hospital care with non-relief status, classi- 
Hed By. 886) ANd PispOsi PION ¢ oo oigin eisai e signs din nie sd yok err eee Cetra 

6a Percent age distribution of the population in continental United 

States, New York State, and New York State exclusive of New 
ME My stare ea nie since ub ai aih pies Jae aiein's claret baie « KRG 
6b Percent age distribution of total population (1930) and total appli- 
eants for medical or hospital care with non-relief status, Novem- 
nee ects lorie (Yeh vaicccr ads cia th Staahey ava rs inter we phaiehn s ‘adios x» 

Applicants for medical or hospital care with non-relief status, 
classified by age and type of care requested...................- 

Applications for medical or hospital care of persons with non-relief 
status, classified by source and disposition of application........ 

Percentage distribution of applications for medical or hospital care 
of persons with non-relief status, as to source of application...... 

Applicants for medical or hospital care with non-relief status, 
classified by relief history of applicant or family................ 

Applicants for medical or hospital care with non-relief status, 
classified by WPA history of applicant or family............... 

Applications for medical or hospital care of persons with non-relief 
status, classified by monthly average cash income of family during 
Maiees eal gine (Ot family 60822 20. eaibods . 30), atasnilggh. 

Approved applications for medical or hospital care of persons with 
non-relief status, classified by monthly average cash income of 
family during illness and size of family................0eeeeees 

Denied applications for medical or hospital care of persons with non- 
relief status, classified by monthly average cash income of family 
during illness and size of family...........-..+ esse eeeeeeeeees 

Pending applications for medical or hospital care of persons with 
non-relief status, classified by monthly average cash income of 
family during illness and size of family..........-....-ee ee eee 

Applicants for medical or hospital care with non-relief status, classi- 
fied by disposition and size of family.......-..-..5-se eee eens 

Applications for medical or hospital care of persons with non-relief 
status, classified by monthly average cash income of family during 
illness and during year prior to onset of illmess.......-...-..--- 

Approved applications for medical or hospital care of persons with 
non-relief status, classified by monthly average cash income of 
family during illness and during year prior to onset of illness... 


[109] 


127 


129 
130 
131 
132 
132 


133 


134 


136 


138 


140 


142 


143 


146 


110 MEDICAL CARE IN NEW YORK STATE 


Chapter I—Continued 
TABLE 
NO. PAGE 


19 Denied applications for medical or hospital care of persons with 
non-relief status, classified by monthly average cash income of 
family during illness and during year prior to onset of illmess.... 149 


20 Pending applications for medical or hospital care of persons with 
non-relief status, classified by monthly average cash income of 
family during illness and during year prior to onset of illness..... 152 


21 Comparison of monthly average cash income during illness and 
during year prior to onset of illness, of families of applicants 
for medical or hospital care with non-relief status.............. 155 


22 Applicants for medical or hospital care with non-relief status, 
classified by type and amount of asset..............00 cece eeeee 156 


23 Comparison of monthly budget of family used to determine eligi- 
bility for medical or hospital care with size of family of appli- 
eants ‘with ‘non-relief Statug.:).in\idvosd’. tu level bean sok sabia wees 158 


24 Applicants for medical or hospital care with non-relief status 
classified by monthly budget of family used to determine eligi- 
bility for medical or hospital care and size of family............ 158 


25 Monthly average cash income during illness and during year prior 
to onset of illness and monthly budget used to determine eligibility 
for medical or hospital care, of families of applicants with non- 
Seee eG eee SD eo ea Sho eee ht ak tee ee er 159 


26 Comparison of monthly budget used to determine eligibility for 
medical or hospital care with regular monthly relief budget, of 
families of applicants with non-relief status.................. 160 


27 Comparison of monthly budget used to determine eligibility for 
medical or hospital care with regular monthly relief budget, of 
families of applicants with non-relief status, where the regular 
relief Dudwes "id lowers. 20s sh. eb Glekise wheels Gees Gee eee 161 


28 Comparison of average monthly budget used to determine eligibility 
for medical or hospital care with average monthly relief budget, 
of families of applicants with non-relief status, where the regular 
TEHOL  HOGRGL Ih WOWOk 5 6s cna cc Pc-« sibs ses seein bee eae 164 


29 Applicants for medical or hospital care with non-relief status, 
classified by diagnostic group and disposition.................. 165 


30 Applicants for medical or hospital care with non-relief status, 
classified by diagnostic group and source of diagnosis........... 166 


31 Type of care requested and authorized for applicants approved for 
medical or hospital care, with non-relief status................. 167 


32 Approved applications for medical or hospital care of persons with 
non-relief status, classified by diagnostic group and ability of 
family to pay for medical or hospital care..............0...00.. 168 


33 Denied applications for medical or hospital care of persons with 
non-relief status, classified by diagnostic group and type of care 
requested iy. ssi -%s eres Ea sieweet o6° Fastin seb aetna 169 


34 Pending applications for medical or hospital care of persons with 
non-relief status, classified by diagnostic group and type of care 
Pequested) ty .4ina Jatidaad ou leoibens abt anobhthine . bayadoa ds 170 


35 Denied applications for medical or hospital care of persons with 
non-relief status, classified by type of care requested and reason 
for Gensad 6 a ee Bas CDE ROR OR ee Os ee 171 


36 Applications for medical or hospital care of persons with non-relief 
status, classified by diagnosis and type of care requested........ 173 


ae 


LIST OF TABLES BY CHAPTERS 111 


Chapter I—Continued 

TABLE 

No. PAGE 

37 Applications for medical or hospital care of persons with non-relief 
status, classified by disposition and person responsible for con- 
SNM UN NEHER OHI” ER REP RECO NONE 670 oo 5: aoc nace e sno 0's oun 0's 0 e's eipisinipaninye '* 181 

38 Persons with relief status authorized to receive medical or hospital 
te, OIRBAIMOG. TE ARG, ANG, BOM 6 065 550: niches min nieieie iss itis wince poten’ sine * 182 

39 Authorizations and persons with relief status authorized to receive 
medical or hospital care, classified by type of care authorized.... 182 


Chapter IA—Physical Condition of Persons Admitted to County Homes 


40 Persons admitted for the first time to public homes in the year 
ending December 31, 1938, classified by reason for admission and 
ee ces A, RRS oy FO. ROE, TS. SUL UE ONE is 184 

41 Persons admitted for the first time to public homes in the year end- 
ing December 31, 1938, classified by diagnostic group and by sex 185 


Chapter IlIl—Patients Discharged from Hospital Wards, 1939 
New York State, exclusive of New York City 


42 Descriptive data relating to health and welfare administration of 
counties in which hospital areas studied are located together with 


personnel and facilities for medical care. ..0....0... 00.0 ee eee 220 
43 Facts concerning hospitals in study.........0....0 cc ee eee cee 222 
44 Status of interviews as of March 15, 1940 by hospital............. 223 


45 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by (A) age, (B) sex, (C) 
civil status, and (D) occupational group, by hospital............ 224 


46 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by length of stay in hospital 
RE es SP es he Nee. oe ees Pet dees Dee 226 

47 2,099 hospital and welfare records from 11 hospitals serving 10 repre- 
sentative communities classified by length of stay in hospital by 
RUERGE Vi sOA verre es fer RRR: MRR APOE Se ck Ta EI 231 


48 Cases, percent surgery, estimated hospital days, mean and median 
length of stay in hospital studied by surgery by hospital........ 232 


49 Cases, percent surgery, estimated hospital days, mean and median 
length of stay in hospital studied by surgery.................. 233 


50 833 Cases for which patient and 1,055 cases for which public welfare 
agency was responsible for payment of hospital charges, among 
2,099 hospital ward patients from 11 hospitals serving 10 repre- 
sentative communities, classified by length of stay in hospital, by 
re Aeon wa 4 5 aia Le a-0 04 ov 5.4 Rymteenel anpl gge tip. tag « 234 


51 833 Cases for which patient and 1,055 cases for which public wel- 
fare agency was responsible for payment of hospital charges, 
among 2,099 hospital ward patients from 11 hospitals serving 10 
representative communities, classified by length of stay in 
TERRES PPP ee ee Fe ee ee ee Oe 235 


52 Cases, estimated hospital days, mean and median length of stay in 
hospital for 1,882 cases for which patient or public welfare agency 
was responsible for hospital charges among 2,099 hospital ward 
patients from 11 hospitals serving 10 representative communities 
ee IIEINE ti cothtetnid Lan rim B hcece cade Ayhigstsnrdyniagears dice a wttah mom vinONT « 236 

53 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by diagnostic group by 
IE EIR ole vfs soe oni g Fat 5 go 'e et odo 6 8'45e a ogh o migih © pe 237 

54 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by diagnostic group by 
NE Re ae Cae eae e hat Kaa lace cceete ene ce cane ekegen 239 


112 MEDICAL CARE IN NEW YORK STATE 


Chapter III—Continued 


TABLE 
NO. PAGE 


55 2,099 Hospital records from 11 hospitals serving 10 representative 
communities classified by mortality for diagnostic groups by 
BUT POLY 5 sis ete cieve as 5066's 6 bale ot ere-b15 siUC min es ete Na cme te oe eng ee 240 
56 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by all surgery; tonsillectomy 
and other surgery; obstetrics, non-surgery and surgery unknown 
by responsibility for hospital payment, including method of pay- 
ment when patient responsible, by area... ....... 0.00 veer ccwones 241 
57 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by all surgery, tonsillectomy 
and other surgery, obstetrics, non-surgery, and surgery unknown 
by responsibility for payment of hospital charges, including 
method of payment when patient was responsible............... 247 
58 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by physician treating patient. 
in’ hospital’}!. .insingsak- ones. beyandesdl..smenind oak Wie ied CEs 248 


59 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by responsibility for pay- 
ment of hospital charges, including method of payment when 
patient was responsible, by hospital.......... 0... 00.0 ee eee cease 249 

60 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by specific diagnosis by sex, 

RO BO THOTOREUY, oes cus pn maid th 5,2 ied cust a din ed ag gc ae 250 

61 2,099 Hospital and welfare records from 11 hospitals serving 10 
representative communities classified by specific diagnosis by 
length of stay in hospital and responsibility for hospital pay- 
POSH i iaicl's. yscuk! o AECb alle e Laove atten alle Ay a dstartel «| o Wd eal ee Cal star Riri ares Guay Cana ae 254 

62 1,008 hospital records from 3 hospitals classified by source of 
referral to hospital and follow-up advised by hospital, by hospital 262 


63 630 Ward patients (obstetrical patients excluded) classified by 


intervals between first symptom and hospital admission......... 263 
64 630 Ward patients (obstetrical patients excluded) classified by 
interval between first symptom and first medical attention...... 264 


65 630 Ward patients (obstetrical patients excluded) classified by 
interval between first medical attention and hospital admission.. 265 

66 630 Ward patients (obstetrical patients excluded) classified by 
interval between first symptom and hospital admission.......... 266 


67 141 Ward patients (obstetrical) classified by month of pregnancy 
in which ante-partum care, care by private physician and care 


ye.) ea oe eee Aeon Se GMBEP. arly yy ao 267 
68 771 Ward patients, classified by interval between hospital applica- 
TiO, te: MURDIURL ROMUIMBIONY ».3 0, o's, swiciak tm epyiaihe etek 6 ae nt ees 268 
69 771 Ward patients classified by place where patient received first 
medical attention for illness which led to hospitalization........ 268 
70 771 Ward patients classified by reason for delay in securing medical 
CATE n Ganties. Silay aim deri. doidm got mone. SRR uot Ladino. 269 


71 771 Ward patients classified by (A) type of se!f-medication employed 
for illness leading to this hospitalization and (B) source of 


recommendation of remedy used for self medication............. 270 
72 771 Ward patients classified by statement regarding regular family 
MOU VONCRMEL eg wa cig Ch kis Hisiise ete ain. 's sh Ainley pete i olan ical Riper ara 271 


73 771 Ward patients, classified by content of physical examination 
prior to this illness as reported by patient...............-...-- 272 


LIST OF TABLES BY CHAPTERS Tis 


Chapter III—Continued 
TABLE 
NO. PAGE 
74 771 Ward patients classified by (A) place where physical examina- 
tion described in Table 73 was performed, and (B) whether per- 


7ormien wy prrvete ‘physician. 2242022089 Pe PTs 273 
75 771 Ward patients, classified by statement regarding periodic 

Peyeteaietanenation= i) ois. 226 lizeeayy . nalv vos, Ateeiia'l a) 274 
76 630 Ward patients (excluding obstetrical patients) classified by 

duration of care by private physician for this illness............ 275 
77 771 Ward patients classified by consultation obtained by private 

BE PUMOM iliatnuaiy «eds datieaaly af aticwaile Sl dee adcnitan ical) 276 
78 771 Ward patients classified by content of physical examination by 

private physician for this illness as reported by patient........ 277 


79 141 Ward patients (obstetrical) classified by content of physical 
examination by private physician during this pregnancy as 


EE ESSE SELLE OL OL REE EE OE Ee 278 
80 771 Ward patients classified by method of payment for services of 
private physician prior to hospitalization for this illness........ 279 
81 630 Ward patients (excluding obstetrical patients) classified by 
duration of clinic care prior to hospitalization for this illness.... 280 
82 771 Ward patients classified by patient’s report of delay in hospital 
ge a he neta a ie an 6a es % bone pete 3% 8 280 
83 771 Ward patients classified by medical care following hospital dis- 
INT Beas Pee cr ce saa menses <4i5 «cvs eats Se an 281 
84 771 Ward patients classified by individual annual cash income 
het RR eat ae op Ma a gS GPR AR ek UE PMI SI BRS ef A MP LE Le 281 


85 771 Ward patients classified by family annual cash income reported 282 
86 771 Ward patients classified by interval between hospital discharge 
Uk ee ella tiga 4 iacee pond © <gaeke sakes “Pha © Wetsies 282 


Chapter IV—Pay Status of Patients in Hospital Wards and Clinics in 
New York State, November, 1939 
87 Member hospitals of Hospital Association of New York State, classi- 
fied by type of control and size of hospital............... 0.00000. 296 


88 Ward patients at 63 general hospitals classified by responsibility 
for payment of hospital charges and by source of income. (New 


York State, exclusive of New York City)...................... 297 
RR PUREE US EERE raid ate cg ante 5.8 eo He 8 emt see 297 
88b Percent distribution of patients by source of income........... 297 


88c Percent distribution of patients by responsibility for payment.. 297 

88d Percent distribution of patients expected to pay by extent of 
MN ae au sala ae etait whe hoe Wise 6 aia Sd g 6 ccds ule Gakic ew Ged 297 

88e Percent distribution of patients referred to Department of Public 
EEE ME IODOMIGION CCS Stet ee ning evict ries cc cine bns tans 297 

89 Member hospitals of Greater New York Hospital Association, 
exclusive of public hospitals, classified by size of hospital........ 298 


90 Ward patients at 40 general hospitals classified by responsibility for 
payment of hospital charges and by source of income. (New York 


BOG bbe eeerewdderetpaarivadecsess. daisasiaagie. duke bade. 299 
90a Distritvution of  patientes ia). sey) shaisin cliqend. beware. 04 299 
90b Percent distribution of patients by source of income............ 299 


90c Percent distribution of patients by responsibility for payment.. 299 

90d Percent distribution of patients expected to pay by extent of pay- 
eee kak rg meee s sale tect ets cs beme te eee tie aes 299 

90e Percent distribution of patients referred to Department of Hos- 
pitals by disposition..............sseeeseeeeeceeeeneeeeenss 299 


ee ke a Te ee ot me 


114 MEDICAL CARE IN NEW YORK STATE 


Chapter IV—Continued 
TABLE 
No, PAGE 
91 Clinic patients at 12 voluntary hospitals classified by responsibility 
for payment and by disposition of applications. (New York State 
exclusive: of New Sork City yo): ) Ms sstadealed veptno eens necks Rae 300 
9la Visits to hospital clinics classified by responsibility for payment 300 
91b Patients receiving prescriptions, appliances and other services 
classified by responsibility for payment................++.... 300 
91e Applications for clinic care classified by disposition............ 300 
91d Cases rejected for clinic care classified by reason for rejection 300 
92 Clinic patients at 12 hospitals classified by responsibility for pay- 


mentiand: by: source:of: Bncomeurs: 2d Je hie sieseioa wee aes 301 
92a Cases accepted for clinic care classified by responsibility for pay- 

ment of clinic admission fees and by source of income........ 301 

92b Percent distribution of accepted cases by source of income...... 301 
92¢ Percent distribution of accepted cases by responsibility for pay- 

MONG tes lee etl ce Fee Ree es ote RRR rant ema Reet ge ae eens 301 


93 Clinic patients at 21 voluntary hospitals classified by responsibility 
for payment and by disposition of applications. (New York City) 302 


93a Visits to hospital clinics classified by responsibility for payment 302 


93b Patients receiving prescriptions, appliances and other services 
classified by responsibility for payment.....................- 302 


93c Applications for clinic care classified by disposition............ 302 
93d Cases rejected for clinic care classified by reason for rejection.. 302 
94 Clinic patients at 21 voluntary hospitals classified by responsibility 


for payment and ‘by source ot, income... ..4 . 9.0. Va lev a ete eee 303 
94a Cases accepted for clinic care classified by responsibility for pay- 

ment of clinic admission fees and by source of income........ 303 

94b Percent distribution of accepted cases by source of income...... 393 
94c Percent distribution of accepted cases by responsibility for pay- 

pen” DETTE Seer waa sea kee Cees bs Ses bait slams een nen eae 303 


Chapter V. Graduate Medical Education in New York State 
Study 1. Opportunity for intern training 


95 Hospitals approved by the American Medical Association for intern 
training together with hospital beds and internships available 
classified by type of control of hospital. (New York State)...... 313 

96 Number and percent of general hospitals (together with hospital 
beds) approved for training of interns classified by type of con- 
trol. (New York State, exclusive of New York City)............ 313 


Study 2. Intern and resident staffs in hospitals not approved for 
intern training 
97 General hospitals not approved by American Medical Association 
for intern training classified by type of control and size of hospital 314 
98 105 General hospitals not approved by American Medical Association 
for intern training classified by type of control, size of hospital 
ANd Bball. OLTAMIFAtONy 0 sins e sasin: <daeccag ay et ae UTE ane cin. 3 aye ar 315 
99 13 General hospitals which have interns and are not approved by 
American Medical Association for intern training classified by 
number of interns, type of intern service, monthly salary range, 
and interns in these hospitals classified by qualifications........ 316 
100 25 General hospitals which have residents and are not approved for 
intern training classified by number of residents and residents in 
these hospitals classified by qualification..............6....055 317 


LIST OF TABLES BY CHAPTERS 115 


Chapter V—Continued 
TABLE 


NO. PAGE 
Study 3. Intern experience of medical licensees 


101la Hospital service and school of graduation of licensees of the New 


York State Board of Medical Examiners—1937 and 1938........ 318 

101b Medical licensees classified by hospital service and school of gradu- 
ation’ by, method of licensure—1937........ 2.0... cae ce eee eee 319 

10le Medical licensees classified by hospital service and school of gradu- 
ation by method of licensure—1938................ ccc ces ee eens 320 

Chapter VI—Health Insurance 

102 Hospital facilities in the United States—all types................ 324 
103 General hospitals in the United States....................00 000s 325 
104 Extent of general hospital care in the United States.............. 325 
105 1935-1936 Distribution of income in the United States.............. 325 

106 Professional income of physicians in private practice, 1929 by size 
ee Cae nly ean inca nn one Amn kgo'e g oH ee + ee 22 326 
107 Accident and health business in New York State................. 330 
108 Expected income of a state health insurance fund................. 386 


109 Distribution of number of covered workers and amount of earnings 
in New York State and the United States, by wage class, 1937.... 388 


110 Cash benefits schedule. (Compulsory health insurance bills)....... 403 
111 Premium schedule. (Compulsory health insurance bills)........... 403 


Chapter VII. Special Health Problems 


112 Percent decline in resident tuberculosis death rate between 1926 
Gran a eesalilee tpn 9 Age ee Pap MEARE) PP Sea N ar neat aE OIE a 420 

113 Percent utilization of total available beds by adults in the county 
and municipal tuberculosis hospitals located outside the State 
‘Tuberculosis hospital districts, 1038... 0... 006s eee tee cs ecinnns 421 


LIST OF APPENDICES 


Chapter I. Medical Care in Welfare Districts 

PAGE 

Appendix A. General instructions and Form MC-1. Summary of medical 
and hospital care authorized during November, 1939.............. 435 

Appendix B. Form MC-2. Summary of applications for medical or hos- 
pital care, Nowambep;; 1030 .i6:5 02+ in ideiddhs bis fe wiaisth adapters oleie s 0: 443 

Appendix C. General instructions and Form MC-2a. Individual applica- 
tion for medical or hospital care (Non-relief cases only).........- 444 
Chapter I-A. Physical Condition of Persons Admitted to County Home 

Appendix D. Form P.H. 1. Record form used for persons admitted to a 
public home (shows physical condition) ..............2e.eee veces 449 


Chapter II. Medical Care Programs Operated by Departments of Public 
Welfare, 1989 

Appendix E. Detailed inventory outline for compiling existing medical 
care and public health personnel and facilities in a community and 
analysing local policies and procedures in the use of such personnel 
and facilities (used by professional staff of the State Department 
Of BOO]. SN CLIBLG) ose ister: Lats anda ieion feces Sena 451 

Appendix F. Chapter 682, Laws of 1940 amending sections 83 and 85 
of the Public Welfare Law (Article 10—Medical Care) to require 
that “The determination as to the medical care necessary for any 
person shall be made with the advice of a physician.”............. 455 


Chapter III. Patients Discharged from Hospital Wards, 1939 
Appendix G. Form 1] data from hospital records re patients discharged 
from: “hOsprta Pe wards Pa ea Nd FPN Us Rie as 456 
Appendix H. Form 2 data compiled in course of home interview with 
patients discharged from hospital wards—to permit analysis of 
medical and economic factors bearing on the illness for which the 
DELIONS “WAG : ROBDICA ITED . 6 he 5 fus.¢-o hose © tepisleitte » pes Gaba bs see 457 
Appendix I. Statistical punched card code used in tabulating data from 
Form 1 and Form 2—covering age, sex, color, civil status, occupa- 
tion, duration of hospital stay, discharge diagnosis, surgery, acute 
or chronic, physician caring for patient, responsibility for and 
method of payment of hospital bill, and time intervals between 
illness, first medical attention and hospitalization................ 462 


Chapter IV. Pay Status of Patients in Hospital Wards and Clinics 
Appendix J. Questionnaire re pay status of patients in hospital wards 


and Glinies in: New: Work. City, 12.3 cans in deey Seadamedaiencsnweee ee 468 
Appendix K. Questionnaire re pay status of patients in hospital wards 
and clinics in New York State, exclusive of New York City........ 472 


Chapter V. Graduate Medical Education 
Appendix L. Assembly Bill, Int. 1,420; Print 1,521 (1940) introduced 
by Mr. Mailler to amend Section 1,256, Subdivision 4, of the State 
Education Law to require an approved internship of at least one 
year as a prerequisite to medical licensure in the State of New York 476 
Appendix M. Assembly Bill, Int. 2,158, Print 2,487 (1940) introduced by 
Miss Todd to amend Section 1,262, Subdivision 1, of the State Edu- 
cation Law to require satisfactory completion of an approved four 
year medical course or acceptable equivalent as a prerequisite to 
employment on resident or intern staff in a legally incorporated 
hospital .in the. State, of New. York... cascvsnes tiled toss seen en 479 
Appendix N. Questionnaire re medical education and internship status 
of residents or interns employed in hospitals in New York State 
which are not approved by the American Medical Association for 
treling Ol “TMCGrGNs 6p kos kias.- +s 65s <u ME RG al aoe .. 481 


Chapter VI. Health Insurance 
Appendix O. Assembly Bill, Int. 2,252, Print, 2,726 (1939) introduced 
by Robert M. Wagner, Jr., to provide for the establishment and 
administration of a system of health insurance, constituting Chapter 
ABSA: ‘Of VEHe / CONSOLG ALOU (AAW... 5) cout dese eg ae eniess Soeislee Alec <n 483 


Chapter I 


MEDICAL CARE IN WELFARE DISTRICTS, 
NOVEMBER, 1939 


New York State (Exclusive of New York City) 


Scope and Method of Study 


Any long range state health program which takes into account all 
of the medical and health needs of each man, woman and child liv- 
ing in the state should have as its foundation the provisions of 
medical care of good quality both for persons receiving other forms 
of public assistance and for persons otherwise self-supporting, but 
unable to pay for necessary medical care. Persons in the lower 
income groups are a primary concern. 

The Public Welfare Law* states that ‘‘The public welfare dis- 
trict shall be responsible for providing necessary medical care for 
all persons under its care, and for such persons otherwise able to 
maintain themselves, who are unable to secure necessary medical 
care. Such care may be given in dispensaries, hospitals, the per- 
son’s home or other suitable place.’’ The programs administered 
by the welfare departments in discharging this responsibility are 
described in Chapter II of this report. 

In order to evaluate the problems and methods in administering 
medical and hospital care to persons without relief status, a study 
of the upstate welfare districts was undertaken for the month of 
November 1939, a month which may well be regarded as typical for a 
study of this nature. In October 1939, letters were sent to the 
county and city commissioners of public welfare of the 107 upstate 
local welfare agencies, requesting on Forms MC-1, MC-2 and MC-2a 
(see Appendices A, B, and C, pages 435 to 448), the Dear uid 
information : 


1. A general report (Form MC-1) covering medical care of all 
types authorized during the month of November 1939 showing: 

a. The number of authorizations to persons with relief status 
and the number to persons with non-relief status. 

It should be noted that the term ‘‘relief status’’ as used in this 
study refers to individuals who were recipients of public relief, 
i.e., Home Relief (including Veteran Relief), ‘Old Age Assistance, 
Aid to Dependent Children, Assistance to the Blind, Institutional 
or Foster Home Care, or any form of public relief, with the excep- 
tion of Work Relief (WPA). 


* Section 83, Article X, see page 19 for 1940 amendments. 
[117] 
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b. The types of relief received by the persons with relief status. 


e. The age distribution of the persons authorized to receive 
medical or hospital care. 


2. A report (Form MC-2a) for each application for medical 
care from a person not receiving any form of public relief, pending 
on November 1, and received during the month of November. This 
form was designed to show the relief history and economie status of 
the applicant, the type of medical care involved and the decision of 
the public welfare official on the case. 


3. A summary report (Form MC-2) of the volume of applications 
for medical care by persons with non-relief status. This served 
as a control report to determine whether the correct number of 
reports for applications pending on November 1 and received 
during November was submitted by each district. 

In those counties where medical care is administered on a town 
basis, the county commissioner was requested to secure the desired 
information regarding the town cases. Inasmuch as data con- 
cerning the availability of medical care in rural areas are of great 
importanee, the county commissioners were urged to make a special 
effort to secure this information on behalf of the Commission. Each 
town was to submit its reports (Forms MC-1, MC-2 and MC-2a) at 
the expiration of the period of study to the county commissioner. 
The commissioner in turn utilized these reports in compiling the 
report for the entire county. 


Size of Sample 


Reports were received from 78 welfare districts in time to be 
included in this study. Of this number, 75 submitted the general 
report on Form MC-1. These 75 districts represented 75 percent 
of the total number of cases receiving public assistance (Home 
Relief, Old Age Assistance, Aid to Dependent Children and 
Assistance to the Blind) in upstate districts during the month of 
November. 


UPSTATE WELFARE DISTRICTS REPORTING ON APPLICANTS FOR 


MEDICAL OR HOSPITAL CARE, WITH RELIEF STATUS, AND 
CASELOAD COVERED, NOVEMBER, 1939 


REPORTING 
ITEM Total 
Number Percent 
Districte 8. eo ea eee ee ee. cee ne 107 75 AU | 
Recipients of public assistance: 
ROR Ss Sh BAG IT, NE we ate net orl enna: eerste itp) (Ogee 140 ,006 75.0 


IRGIVIANAN: cntigunicd tryin edndes dieele he kas 484,288 | 370,747 76.6 
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A total of 40,672 persons who were receiving some form of public 
relief was reported by these districts as being authorized to receive 
medical or hospital care. By relating this number to the total 
number of persons receiving public assistance during the same 
month, we find that 11 percent of the relief population in the 
districts included in the study were provided with medical care 
by the welfare agencies. The number of persons receiving medical 
care includes those who were receiving institutional or foster home 
eare while the total number of persons receiving relief includes 
public assistance recipients only. However, the number of persons 
reported as receiving institutional or foster home care was neg- 
ligible. 

Seventy-one of the 107 upstate districts, or 66.4 percent, sub- 
mitted data on applications for medical or hospital care made by 
persons with non-relief status, during November 1939. These 
districts represent 74.2 percent of the total population upstate. 
UPSTATE WELFARE DISTRICTS REPORTING ON APPLICANTS FOR 


MEDICAL OR HOSPITAL CARE, WITH NON-RELIEF STATUS, AND 
POPULATION COVERED, NOVEMBER, 1939 


REPORTING 
ITEM Total 
Number Percent 
MSRDICER Sie to tee te Pie es tk ee ok 107 71 66.4 
Boonlation CL9sO ee see ta asl s 5,657 ,620 4,199 548 74.2 


Reports were received for 2,893 applications which were either 
pending at the beginning of the month or were received during 
the month. In a few instances, the number of reports submitted 
did not cover all applications. However, on the basis of the sample 
covered, it is fair to assume that the picture as presented in this 
study reflects, in the main, for the upstate area, the conditions of 
persons without relief status, but in need of medical care. 


Summary of Findings of Data 


Disposition of Applications. Of the 2,893 applications received, 
a total of 1,714, or 59.2 percent, were approved for medical or 
hospital care during the month, while 512 applications, or 17.7 
percent, were denied by the departments of public welfare. The 
remaining 667 represented applications on which no action had 
been taken as of November 30. It is interesting to note that of 
the 512 applications denied, 352, or 69.2 percent, of the applicants 
were considered, after investigation by the welfare agencies, to be 
able to pay for their own medical care. Of these, 309 applicants, or 
60.7 percent, were considered able to pay through their own 
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resources while the remaining group had to resort to the assistance 
of legally responsible relatives outside of their own household or 
to some other means. 


Type of Care Requested. An analysis of the type of care reques- 
ted by persons with non-relief status shows that almost 85 percent 
of the applications were for hospital care or for medical and 
hospital care. A relatively small number, or 15 percent, were for 
medical care only. This bears out the fact that the illnesses requir- 
ing hospital care which involve greater costs are the ones with 
which families cannot cope and which force them to apply for free 
eare. In general, the non-hospitalized illnesses involve costs that 
are comparatively small and which families are better able to meet. 
Thus, families that are ordinarily self-supporting find it necessary 
to apply to welfare departments for medical care much less fre- 
quently for illnesses not involving hospital care than for illnesses 
requiring hospitalization. See Chart 4 on page 27. 


Type of Care Authorized. A comparison of the type of medical 
care authorized for persons with relief status and for persons with 
non-relief status reveals some striking differences. One of the 
outstanding disparities is evidenced in hospital care which was 
authorized for 9.1 percent of those with relief status as compared 
with 79 percent of the group with non-relief status. This included 
obstetrical care for 0.7 percent and 11.7 percent of the persons with 
relief status and with non--relief status, respectively. In contrast 
to this are the general practitioners whose services were authorized 
for 45.1 percent of those on relief as against 12.3 percent of those 
not on relief. See Chart 1 on page 18 for comparisons. 

Another major difference occurred in drug authorization which 
amounted to 28.5 and 2.1 percent for the relief and non-relief 
groups, respectively. It is to be expected that families not on 
relief will not apply to welfare departments for items such as drugs 
but will manage to find funds for these smaller expenses. 

Clinic eare is another such form of care which is more frequently 
authorized for the relief group than for the non-relief group—15.7 
percent as compared with 2.8 percent. It is interesting to note 
that specialists are seldom used for either group—during the month 
under study, 2.4 percent of the persons with relief status were 
authorized for such services as compared with 1.3 percent of the 
persons with non-relief status. 


Age. Applications were made for medical or hospital care by 
or on behalf of persons of all ages with non-relief status. More 
than half of the applicants ranged from 20 to 55 years. There was 
noticeable similarity between the age distribution of this group 
and the relief group. However, the relative number of persons 
65 years and over differed considerably. This age group accounted 
for 25.5 percent of the total on relief while it represented only 6.1 
percent of those not receiving any form of public relief. This 
disparity is not surprising since the relief group is weighted by 
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the Old Age Assistance recipients who are frequently in need of 
medical care. There was also a significant difference in those 20 
to 35 years of age. This group constituted 13.4 percent of the total 
number with relief status in contrast to 29.6 percent of those with 
non-relief status. See Charts 2-5, on pages 25-28, for comparisons 
relating to age distribution. 


Source of Application. The largest single source of applications 
for free medical or hospital care, made to welfare departments for 
persons not on relief was the hospital. Of the 2,702 applications for 
which the source was reported, 1,200, or 44.4 percent, were made 
through this channel. It appears that a common procedure is for 
a person in need of medical care to go first to the hospital where 
he is admitted as a patient. The hospital then informs the welfare 
department of the patient’s admission and of his inability to pay 
the bill and requests an investigation which will lead to acceptance 
of the bill by the welfare department. The next most common 
source of application was a member of the patient’s family or house- 
hold. This group was responsible for 661, or 24.5 percent, of the 
applications. In 17.9 percent of the applications, the patient 
himself applied, while in 9.7 per cent of the cases the application 
was made by a physician. 

Of the applications received through hospitals, only 52.1 percent 
were approved as against 74.1 percent of those made by physicians. 
This may be due not only to the fact that hospital cases involve 
greater costs, but also that in many instances, the hospital does 
not investigate or cannot determine the resources of persons able 
to pay their own bills—and hence refer them to the welfare depart- 
ment. The source and disposition of applications for medical or 
hospital care are graphically portrayed in Chart 6, on page 29. 


Diagnostic Groups. The diagnoses of illnesses as reported for 
applicants with non-relief status were classified according to 16 
standard groups. Diseases of the digestive system accounted for 
the largest single number of applications—379, or 14.2 percent. 
The next most frequent diagnostic groups were puerperal state, 
traumatic conditions and poisonings, and diseases of the respiratory 
system comprising 12.6, 12.3 and 12.1 percent of the cases, respec- 
tively. See Chart 7, on page 30. 


Relief History. ‘‘Relief,’’ as mentioned above, relates to public 
relief, excluding work relief (WPA) and may refer to applicants 
or their families. Almost two-thirds of the applicants who were 
not on relief at the time of application had been on relief at some 
time prior to or during 1939, or during both of these periods. 
There was a larger proportion of cases previously on relief among 
the approved group (67.2 percent) than among those rejected for 
medical or hospital care (58.7 percent). This is to be expected 
since the chief reason for disapproving a case for medical care is 
that the family is considered financially able to pay for its care 
and therefore would be less likely to have been in need of relief. 
See Chart 8, on page 31. 
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WPA History. WPA may have been interpreted to include 
work programs other than WPA. In slightly over three-fourths 
of the cases no member of the household had ever been employed 
on WPA. Of those where the applicant or some other member of 
the family had a WPA history only about half were so employed at 
the time of application for medical care. A significant difference 
is indicated by the fact that 72.1 percent of applicants approved 
were never employed on WPA projects as compared with 85.1 
percent of those denied. See Chart 9, on page 32. 


Income of Family. A comparison of the monthly average cash 
income of families of applicants during illness and during the year 
prior to onset of illness indicates that the average income for the 
group was considerably reduced during the period of illness. This 
comparison was made for 1,547 applicants for whom data on cash 
income were reported. The average monthly cash income during 
illness was found to be $55.82 as against $62.04 during the year 
prior to illness. 

Further evidence of the difference in the economic status of the 
approved and denied groups is borne out by the fact that during 
the period of the present illness the average monthly income of 
those approved was $53.63 in contrast to $84.32 reported for those 
rejected. 

It should be noted that income as referred to here applies only 
to cash income and does not include ‘‘income in kind,’’ such as 
free rent, board, fuel, light, milk and farm produce. These items, 
singly or in various combinations, were reported in a small number 
of cases either in addition to cash income or where there was no 
cash income. 


Assets. Information on insurance was available for 1,865 out of 
2,893 cases. More than one-third of the 1,865 cases were reported 
to have insurance ranging in value from less than $25 to over 
$5,000. In a small number of cases the insurance was reported 
as having no cash or adjustment value, while in almost 8 percent 
of the applications the insurance was reported as adjusted or in 
the process of adjustment. This involved, with few exceptions, 
applicants approved for medical care. 

Thirteen percent of the applicants were reported to have real 
estate which had an assessed valuation ranging from $25 to over 
$5,000. About 5 percent had bank accounts, while approximately 
6 percent had some farm and garden products on hand. A com- 
parison of the approved and denied groups shows that a somewhat 
higher proportion of those whose applications were denied for 
medical care were reported to have insurance, real estate and bank 
accounts. 


Size of Family. The size of family of all applicants with non- 
relief status averaged 4.1, while for the approved and denied groups 
the averages were 4.3 and 3.9, respectively. 
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Monthly Budget to Determine Eligibility for Medical Care. In 
about half of the cases for which data on budgets were available, 
the monthly budget used to determine eligibility for medical care 
was reported to be higher than the regular monthly relief budget. 
This proportion was also true for the applicants approved for 
medical care, while the denied group had a relatively larger num- 
ber, or 66 percent. 

That greater liberality is exercised in budgets applied for 
eligibility for medical care only, as compared with those used for 
eligibility for regular relief is indicated by the following compara- 
tive average (median) figures. 


Regular | Monthly budget 


monthly applied for 
DISPOSITION relief eligibility for 
budget |medical care only 
UMM a ss cts da ®.. 5. +s =f ORR se dos dc gas $57 .68 $74.01 
AS A GNCO atte dha Be 2G, ee a ak) 57.72 73 .67 
MNES ls A. cose sb etek eu dee has 60.00 77 .50 
Pondme at. em of montht..3... 2... 8.52.45 680% 54.17 70.00 


Analyses of applicants with non-relief status were also made 
concerning the following (See Tables 1-39, below) : 


1. Diagnosis of illness classified by type of care requested. 

2. Type of care requested and authorized. 

3. Monthly average cash income of family in relation to size of 

family. 

4. Monthly budget of family used to determine eligibility for 
medical care in relation to size of family. 

. Diagnosis classified by source of diagnosis. 

. Type of care requested classified by reason for denial. 

. Ability of family to pay for medical care. 

. Person responsible for consideration of application for medical 
care. 


aon oon 
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TaBle 1 


New York State (Exclusive of New York City) 


Study of Medical Care in Welfare Districts, November, 1939 


COMPARISON OF AGE DISTRIBUTION 
STATUS AND WITH NON-RELIEF STATUS AUTHORIZED TO RECEIVE 


MEDICAL OR HOSPITAL CARE 


AGE 


De, Oe ee nr Oe 


Reported ssc; aad in eal) Baieutas 
Warder 1): voor. 35 Pa cis sbeceaa.s 
1 year and under 2 years.......... 
2 years and under§...4.....65.... 
5 years and under 10............. 
10 years and under 15............ 
15 years and under 20............ 
20 years and under 25............ 
25 years and under 35............ 
35 years and under 45............ 
45 years and under 55............ 
55 years and under 65............ 
U0 Fears Ml OVET. Cot ee ts ss 


1 Based on reports of 75 districts. 
2 Based on reports of 71 districts. 


PERSONS WITH 
Reuter Status ! 


Number 
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OF PERSONS WITH RELIEF 


PERSONS WITH 
Non-RELIEF Status? 


Number 


Percent 
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TABLE 2 


New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


COMPARISON OF TYPE OF CARE AUTHORIZED FOR PERSONS WITH 
RELIEF STATUS AND WITH NON-RELIEF STATUS 


PERSONS WITH 


Reuter Stratus! 


TYPE OF CARE 


Percent 


PERSONS WITH 
Non-RELieF Status? 


Number 


Percent 


i ee | fe 


Number 

MM CU OIE ob ehe sed ah er creek eee oe 40,672 
SHRERGTIORER CE ols che: idee lac ole ws hah nysie cue Sos Thins 91 
NRRACUGRR Saat at Metie (atta <isis oie = bo s.e 0's alge sachs 340,581 
RCAUION COMME  sccinicidte el cSi= ci nlavle celtic es walece e's 3 37,215 
ERC EMERIM AEs 2s ec Sela wa ctad G ole etaietes w'8-e 3 20,182 
General WADERS ae oxic io occa caste 318,295 

PU ie ts fo Sic or ohancvarvoaritaneryAny 7,716 

Hout eee Mes (C. dretals tsa eimatate eke Ge 10,701 
BIGGRIN Es les 2k < Sie a'e cho desis es. he aae e's 982 
MRE et ie Ba ae a a Os ves Rr erare ale 948 

ENING aro oreracge nsec goer are-sre-o notes eh wigile'g vt os 34 
MIBRGOULIGA! CAKO. 5 co.cc lacs is veeGeausess 465 

1 ORE OAs Oe eae ee ene 164 

RINE areata a tase dive Gig wee eje'elaiwiece 301 
com special services by physician 596 
ON Re EA eae re 32,247 
‘Bxtractiona 1,272 

ae ee 1,062 

Woriias care 728 
Registered nurse 467 
Nurse housekeeper................-.00- 261 
WIBNGN ofa cia ih ik, ce Ma aon aia 4:s, 8 micheal Anes 11,578 
APPUANCOR Ss ws eres Keli cl dev ids lee eds 2,723 
cate PAROS € Pile ciieieoh Gb ble Velde SLO lek 5 4 
Hostal care (other than obstetrical care)..... 3,399 


eee eeeee 


ee eee ene 


oo oo 


Noe PhO 


o 
BRIA WOKRRNWUROOKFONNAOOOr 


- bd 


3 


PNONNARVIWORHATA HH WRRORNNO 


ee te eres 


sete we eee 


ho ed 
Re WORD O 
WH WOK HMAN WI WNNO MH Wi wWiRo 


NONONOOCOCSOHEOD 


for] 


1 Based on reports of 75 districts. 
2 Based on reports of 71 districts, 


* This total does not equal the sum of the individual items since some persons were authorized 


to receive more than one type of care. 


126 MEDICAL CARE IN NEW YORK STATE 


TABLE 3 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


DISPOSITION OF APPLICATIONS FOR MEDICAL OR HOSPITAL 
CARE OF PERSONS WITH NON-RELIEF STATUS 


DISPOSITION OF APPLICATIONS Number | Percent 
Totaliapplicationsarsre ce orl e rere. Som gees 2,893 100.0 
Disposed Of CUD we MORUN: - 0 sisce ses oh obsess febnine seca uae 2,226 76.9 

SP PEG VEG emasveaiteniocenstopucbeiapsnnnie ted ehasterecawenso te aioe TN oc Hiern eM 1,714 59.2 
a ee Eee ee ea oe eee Sema ae é 512 Ly 7 
Family considered able to pay for own medical care.. . 352 12.2 
Care available at a public or private medical sande ; 28 1.0 
Private paysician will:treat) fic sa. ck te ee eee 1 ne 
PRODI : cs Ao ABER cs hE ROR sc testbeds ec oii aie? 80 2.8 
Other ft. ye. c8 AAG ols OPRIee © acek see oes epee 48 1.6 
INO TEDORGOG isi dia cae tans Ce tea we Re eee tees 3 0.1 
Pouding atiene.of months...) P90. oo 5. es remeber ccees 667 23.1 


1 Less than one-tenth of one percent. 


TABLE 4 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


DENIED APPLICATIONS FOR MEDICAL OR HOSPITAL CARE OF PERSONS 
WITH NON-RELIEF STATUS, CLASSIFIED BY REASON FOR DENIAL 


REASON FOR DENIAL Number | Percent 

Rotel appueations. <3); cAns os isn os eee Mele cree we i eee 

INGEITODOFUER recs ctis svc ay ce Rise ee wie em teresa iarereene tae oN Rese ree et 

AI Sih ow kivcccs Pincers Warm tiik a RR Gee bia te eager 509 100.0 

Family considered able to pay for own medical care....... 352 69.2 

POG We CROOUROE 6555 esas oo se SF re ele 309 60.7 
Through assistance of legally responsible relatives outside 

Ol; MOUBEIOIE eo kete tk Ueccek pales sel clive Feltas to ee ee ea cae ei if 1.4 

ETO OUNGE THBAII 6.165 hy isk bk Soot « eek om 33 6.5 

PEE PR ORUENE 2 cai ss ube mire oe Keane ae Meee 3 0.6 

Care available at a public or private medical agency....... 28 5.5 

Private pliysician will east... os 65. .55 ses ele eer 1 0.2 

A PAINE cry, ok EAR OM bh OOS Sha eas ee ale Re eee 80 15.7 

(Od 1c) gayle tiara Sagar UPR in bh Binns Wee bi Reaeb rr ae URS ae tetrirl  f en 48 9.4 


1 Includes such reasons as unable to locate, referred to place of settlement, refused to cooperate 
etc. 
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TABLE 6 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


APPLICANTS FOR MEDICAL OR HOSPITAL CARE WITH NON-RELIEF 
STATUS, CLASSIFIED BY AGE AND DISPOSITION 


PENDING AT 


Toran APPROVED DENIED thin of Mamen 
AGE 
Num- |} Per- | Num-| Per- | Num-| Per- | Num-| Per- 
r cent ber cent ber cent ber cent 
EWR Lois stathers oa ocoaiamseds ee a Ta D714 een 62 | Sb & 667 1 eS 
Nob F6ported 2.6 6 bases cig asicds 108 | ee og Os re: a er ae BO er 
peed BETTY Pecan y ee CCE 2,793 | 100.0 | 1,698 | 100.0 508 | 100.0 587 100.0 
MGOL 1 YORE. ics SVR 2.1 35 2.1 4 1.4 16 2.7 
1 year and under 2 years 27 1.0 22 5 Wee: | 4 0.8 1 0.2 
2 years and under 5.... 112 4.0 76 4.5 16 3.1 20 3.4 
5 years and under 10.... 223 8.0 163 9.6 36 + ey 24 4.1 
10 years and under 15.... 187 6.7 130 cay § 27 5.3 30 6.1 
15 years and under 20.... 201 7.2 114 6.7 46 9.1 41 7.0 
20 years and under 25.... 310 Gi igen f 201 11.8 54 10.6 55 9.4 
25 years and under 35.... 488 17.5 303 17.8 81 15.9 104 cw iy 
35 years and under 45.... 345 12.3 196 11.5 74 14.6 75 12.8 
45 years and under 55.... 337 12.0 191 11.2 64 12.6 82 14.0 
55 years and under 65.... 316 173 164 9:7 62 12.2 90 15.3 
65 years and over........ 189 6.8 103 6.1 37 7.3 49 8.3 
TABLE 6(a) 


PERCENT AGE DISTRIBUTION OF THE POPULATION IN CONTINENTAL 
UNITED STATES, NEW YORK STATE, AND NEW YORK STATE (EX- 
CLUSIVE OF NEW YORK CITY)? 
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45 years and under 55............. 
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i Fifteenth Census of the United States: 1930. 
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TABLE 6(8) 


New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts 


PERCENT AGE DISTRIBUTION OF TOTAL POPULATION (1930) ' AND 
TOTAL APPLICANTS FOR MEDICAL OR HOSPITAL CARE WITH NON- 
RELIEF STATUS, NOVEMBER, 1939 


Under 1 year........ 
1 year and under 2 
2 years and under 5 
5 years and under 10 

10 years and under 15 

15 years and under 20 

20 years and under 25 

25 years and under 35 

35 years and under 45 

45 years and under 55 

55 years and under 65 

65 years and over.... 


1 Fifteenth Census of the 


Total 
AGE popu- 
lation 
Meester fale Sia kee Bivieie Rivka oes Sa oS ches 100.0 
GRRE, SRE eS RAS oer Cem Sh 1 Bees 
SCOR Rape ae toes Capes Sat Seat eae ae 1.5 
RRS ogress piety sree Saree ane trom a 5.0 
Ula aia dis SIR Se Deb ei AR EEE 9.0 
BARGE Bey eee Se Soh ey be Mane pic Ge Reee a 8.9 
RSE Ra ge I PG a rae rae eee Oe 8.3 
BRE © os ao oierer the oily. sce ss Sicbicteaek 8.0 
Mee cadets Galas staicts scrahte aah here Ger 15:2 
Reel sigs lava asehenaintaliy teeth ela: shale Peipice wae ee: = 15.2 
PERS ac Be reps ete, em ER: 11.9 
TRICE WIRE ee 8.4 
Phe age Se cee wih cewes Cee ee vests Yi! 
United States: 1930. 
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TABLE 9 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


PERCENTAGE DISTRIBUTION OF APPLICATIONS FOR MEDICAL OR 
HOSPITAL CARE OF PERSONS WITH NON-RELIEF STATUS, AS TO 
SOURCE OF APPLICATION 


PENDING AT 


Toran APPROVED DENIED Ties oF Monee 
SOURCE 

Num-| Per- | Num-| Per- | Num-| Per- | Num-| Per- 

ber cent ber cent ber cent ber cent 
"LOUBLS ds ao cites & sigiece ote 2,808 | ..%.. p URSe gi Ik ee Bie! ors BOE ese aate 
Not reported & 23.05 6.c00e «hy By PS aN Bere baa Mele seal 34 eae 
Reported y... ahis sede e's 00 65's 2,702 | 100.0 | 1,664 | 100.0 495 | 100.0 543 100.0 
Hospit Be are Se eat ee ; 44.4 625 37 .6 273 55.1 302 55.6 
PHVMOBD esse Gaiecls f s.00u 9.7 195 1:7 31 6.3 37 6.8 
PRRBIE Si: cams cities clniie bate 484 17.9 318 19.1 78 15.8 88 16.2 
Member of household..... 661 24.5 455 27 .3 99 20.0 107 19.7 
Other. i502 Ba kis Ge» MRE 94 3.5 71 4.3 14 2.8 9 Liv 

Taste 10 


New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


APPLICANTS FOR MEDICAL OR HOSPITAL CARE WITH NON-RELIEF 
sete CLASSIFIED BY RELIEF HISTORY OF APPLICANT OR 
FAMIL 


PENDING AT 


ToraL APPROVED Drnr=ep Enp or Monts 


RELIEF HISTORY 


SS Oe es 


Totals... cds ie sue ani S808 [vides yr gk hel alee Bis |. Gass cy at RI 

Not reported oi 2.055.005 et ee ae > a ira See BL IR oe ee 130)“ seeee 
Reported ss och ice bigs edie 2.0: 2,644 | 100.0 | 1,677 | 100.0 489 | 100.0 478 100.0 
ot on relief previously... 969 | 36.6 550 | 32.8 202 | 41.3 217 45.4 
Previously on relief....... 1,675 63.4 | 1,127 67 .2 287 58.7 261 54.6 
Prtor t0 2080 005 i. oc 721 |: 27.3 434} 25.9 156 | 31.9 131 27.4 
Prior to and during 1939} 536] 20.3 394 | 23.5 81 16.6 61 12.8 
During 1939 only...... 418 | 15.8 299 17.8 50 | 10.2 69 14.4 
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Tasie 11 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


APPLICANTS FOR MEDICAL OR HOSPITAL CARE WITH NON-RELIEF 
STATUS, CLASSIFIED BY WPA HISTORY OF APPLICANT OR FAMILY 


PENDING aT 


ToraL APPROVED Denrep Enp or Monta 


WPA HISTORY 


ber cent ber cent ber cent ber cent 
130 TERRES vee > ee OE 2, Sl eee 5, 5 Sl eee BIS beet. BET | ereas 
INOG FEMOTGER «6. ce Bocce cleess Ut ee £05 | ee. ie ea ee ET AW eeeen 
WROUMINURE Go )oka ot bce biveiele c's 2,541 | 100.0 | 1,609 | 100.0 482 | 100.0 450 100.0 
NGS OR WA. 6m csecinceeseere- 1,930 | 76.0 | 1,160] 72.1 410 | 85.1 360 80.0 
Oa WER Asics ce ses 2255.0 24.0 449 27.9 72 14.9 90 20.0 
At time of application. . 313 12.3 5 15.2 29 6.0 39 8.7 
Not at time of appli- 

WR re 298 11.7 204 12.7 43 8.9 51 11.3 
Prior. to. 1939... ... ec... 160 6.3 106 6.6 27 5.6 27 6.0 
Earlier in 1939....... 90 3.5 67 4.2 7 1.4 16 _ 8.5 

Prior to and earlier in : 
_ eee ee 48 1.9 31 1.9 9 1.9 8 1.8 
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142. MEDICAL CARE IN NEW YORK STATE 


TABLE 16 
New York State (Exclusive of New York City) 


Study of Medical Care in Welfare Districts, November, 1939 


APPLICANTS FOR MEDICAL OR HOSPITAL CARE WITH NON-RELIEF 
STATUS, CLASSIFIED BY DISPOSITION AND SIZE OF FAMILY 


DISPOSITION of 
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DOO. ia aek Fe, as a ahs a oe Ls eek Vee ere ere eek aoe ee 458 
Pending at ope af mont. hs concnm nina dommeae 480 


1 Excludes applicants for whom data were not available. 
2 Expressed as a median. 


Average? 
number of 
persons 
per family 
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TABLE 21 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


COMPARISON OF MONTHLY AVERAGE CASH INCOME ! DURING ILLNESS 
AND DURING YEAR PRIOR TO ONSET OF ILLNESS, OF FAMILIES OF 


APPLICANTS FOR MEDICAL OR HOSPITAL CARE WITH NON-RELIEF 
STATUS 


MeEpIANn 
Number 
DISPOSITION of 
applicants ? ey Monthly income 
: during year prior 
during t é of ill 
illness Oo onset oi liiness 
EA Se eae ea 2 a 1,547 $55 .82 $62 .04 
Jy 1) ie) ang | RON a one ene eee 1,083 53 .63 59.35 
i) EA en ee oe ee 241 84.32 87.75 
Pending at end of month............ 223 51.46 60.94 


1 Estimated. : 
2 Excludes applicants for whom data were not available. 
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TABLE 23 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


COMPARISON OF MONTHLY BUDGET OF FAMILY USED TO DETERMINE 
ELIGIBILITY FOR MEDICAL OR HOSPITAL CARE WITH SIZE OF 
FAMILY OF APPLICANTS WITH NON-RELIEF STATUS 


MEDIAN 
Number 
DISPOSITION of 
j 1 
applicants Size of Monthly 
family budget 
Total... G.. Raed. th. 4.6 5h Peres 1,356 4.3 $62 .74 
IADHTOVEOL I. 4). pce acs Ace bak ise eas 977 4.3 61.57 
WOO Gs CM shed Rt de a tee Chay dines s 194 4.1 69.71 
Pending at end of month................ 185 4.5 61.25 


1 Excludes applicants for whom data were not available. 


TABLE 24 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


APPLICANTS FOR MEDICAL OR HOSPITAL CARE WITH NON-RELIEF 
STATUS, CLASSIFIED BY MONTHLY BUDGET OF FAMILY USED TO 
DETERMINE ELIGIBILITY FOR MEDICAL OR HOSPITAL CARE AND 
SIZE OF FAMILY 


PENDING AT 
Toran APPROVED Deniep Enp or Monts 


SIZE OF FAMILY 


Num- P Num- . Num- . Num- : 
Median Median Median Median 
mer monthly a monthly ami monthly wits monthly 
fant budget santa budget hanted budget amie? budget 
Total applicants......... 1,356 | $62.74 977 | $61.57 194 | $69.71 185 $61.25 
I pereon:: 23 e. ette te 170 25.19 125 24.92 23 27.50 22 25.00 
i DOPONS . Ae a ote vases wee 190 47.31 131 44.58 31 59 .38 28 43.75 
BS POrsONs cw as. Ge ew de guiness 245 59 .89 172 58 .89 40 65.00 33 54.38 
A NersOns : Man tie Wake te ae 232 65.96 178 63.91 34 70.00 20 82.50 
Siporsons olen ah. estes 167 74 .50 122 72.50 25 81.25 20 75.00 
6 persons: Se 2s et. Se 128 75.83 88 76.36 16 91.67 24 61.67 
T POTSONs . Lake dae SE. as Shae 89 95 .68 66 96 .67 12 92.50 ll 82.50 
Siporsona ur es Meee Risicn c's 54} 110.71 38 | 110.00 7 2 9 2 
Q persons. wea: de> 66 oGh He 39 | 100.83 27 | 120.83 5 2 7 2 
10 persons. iis ct. 5. eet 18 97 .50 A880) 2) LOZ. GO oie recep. hades 5 2 
11 persons. 30 4. 2. 16 96.67 ADs > TES) BO U Wetter |e a es ore 4 2 
12 or more persons........... 8 2 5 2 2 2 2 


1 Excludes applicants for whom data were not available. 
2 Median not significant. 
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TaBLE 26 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


COMPARISON OF MONTHLY BUDGET USED TO DETERMINE ELIGI- 
BILITY FOR MEDICAL OR HOSPITAL CARE WITH REGULAR MONTHLY 
ie BUDGET, OF FAMILIES OF APPLICANTS WITH NON-RELIEF 
STAT 


MONTHLY BUDGET 
APPLIED 


FOR ELIGIBILITY 
FOR MEDICAL CARE ONLY 
AS COMPARED WITH 
REGULAR MONTHLY 
RELIEF BUDGET 


PENDING AT 


AppRovED Denrep ten on Mowe 


Total applicants............... A714 | i ae BID Woes ODHE ca cies 
NOtEOpOrteds <i. kc pes neemeiee 6 ooh RRO L seccee Ao WAL Miboee ae | ee B00 iss cies s 
ROPOTUOU 555 s:s's i cisvwee stee enter sag 997 | 1 191 0 207 100.0 

IHEP wins, os v aes Buk cateacrees 516 51.8 126 66.0 92 44.4 

Not PANGS ois ea ey capedsians sn 481 48.2 65 34.0 115 55.6 
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TABLE 28 


New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


COMPARISON OF AVERAGE MONTHLY BUDGET USED TO DETERMINE 
ELIGIBILITY FOR MEDICAL OR HOSPITAL CARE WITH AVERAGE 
MONTHLY RELIEF BUDGET, OF FAMILIES OF APPLICANTS WITH 
NON-RELIEF STATUS, WHERE THE REGULAR RELIEF BUDGET IS 


LOWER 


Number 
DISPOSITION of 
applicants ! 
OSS Sub vidi a 5 thio ee av lee Bee 635 
PAIIIIUU TNS o's, 55s: RS id pee eae 483 
[> DIA epaare eran ars amar: feu Ae 92 
Pending at end of month............ 60 


1 Excludes applicants for whom data were not available. 
2 Expressed as a median. 


AVERAGE ? 


Regular Monthly budget 


applied for 

es, | cr 

or medica. 

budget care only 
$57 .68 $74.01 
57.72 73 .67 
60.00 77 .50 
54.17 70.00 


Ker) 
<o) 
re 
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TABLE 31 


New York State (Exclusive of New York City) 


Study of Medical Care in Welfare Districts, November, 1939 


TYPE OF CARE REQUESTED AND AUTHORIZED FOR APPLICANTS 
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1 This total does not equal the sum of the individual items since some persons requested or 


were authorized to receive more than one type of care. 


MEDICAL CARE IN NEW YORK STATE 


168 


Ni SS Rt et et 


—ooeoeoeoeoeoeeeeeeEeeoooooooooooo™=EOIO_e_e_eeeeeeeeeeeeeeeSS eee eeeeeeeeeeeeeeeeeeeeeeeeeeooooooooooaaaaoaoaooooooooooooommmem=s=—'] 


as 

I 

Pe 

i 

T 

02 

02 

peziod 

-o1 
JON 


£ Or ¢ Or ¥I 
Ms Rots Z 9&1 ¢ 
T ¥ L6 9 
¥ 4 £01 ZL 
T z SII ¥ 
g 61 0I 1 
¢ rai L°6 1% 
. ae SIL < 
IT 9 £8 L 
T if OL g 
I L 8 OL 8 
6 ST FSI 4 
€ 0% 9° LT 1x4 
I ¢ Til 9 
I 9 € FT 8 
L ¥ 36 ai 
oF CIT Lt LLI 
I 9 | a 4 | L 
€F ira 611 PST 
quedieg | Joaquin 

ped IV 

1230, 

eda Of, 
agLuodga 


aazIuOHLAY FUvO 


IVLIdsOH UO TVOIGHY dO LSOD AVdHY OL ATINVA 


L 6 6'9T iat 8 6 66 
I £&% ¥ LY 6 61 ¥ &% 
8 OL L'61 &I 99 ¥ 04 
9 24 0°93 AS 89 9 ¥L 
(4 9€ 16 & & £ 9¢ 
LT 414 an £4 oF LIZ 9% GFS 
9% 8% oF 1g IZ 6 £4 
T 8 ¥ 63 g ZT I 81 
¥ 88 O'Tg 9% ¥8 ¥ 88 
$ 8 ¥IT $ ¥P ¥ 8F 
ZL 18 2 0F 0 ¥L L 18 
8% 623 ma! 0g 81% oT 622 
8T aT Ter LI T¥1 at PST 
6 £9 3 Le 1% 9¢ L £9 
9 a) GPE 02 8¢ ¥ 29 
ras Aas 9° FT 61 O&T as aa’ 
8ST 199‘T & 06 908 LIS‘T | OST 299‘T 
9 Ll¥ @ EI ¢ 8€ 6 l¥ 
POT FIL'T 0°08 ITé eee‘, | 6ST vIL'T 
quedJeg | Jaquiny 
peyod | suoy yejoy, | paysod | suory 
-a1 | -voyjdde -od -voydde 
JON | [RIO pitg WN | THOL 
fot nm: Core tces ‘i 
SSANTI] SIH], HLIA, NOILOANNOD 
NI GUY) TVLIdSOYY YO TVOIAa Wy 
u0d GIVG ‘NOILYOITddy OL UOTU ‘A UNV 


\ 


poglssEpD aJoyMos[o Jou suOTtPUOD 
** JUOUIOAOUI Jo suvBIO Pure SoUO JO SaSBaSIp O1yeUINeI}-UO 
Tiast tia ame area cre eta onsst} ABINyJ9d ‘UIAS Jo SoseosiCg 
es m93sAs ]e}tues-o1un oy} jo sesBasicy 
Deets selusoy ‘SUOT}IPUOD [BUTUIOPe Joy}0 pue ;RoUojIeg 
ee ee 1948s aAl4SadIp ou jo SosBosl(y 


w1a4sAs As07e.1ds01 9u} Jo saseasiqy 
eee e eee e reer eeecseee sesvesip oryeydur A] ‘otuayds ‘poolg 
i ior i seseosip IephoseA-orpsey 
Peete eee eee eee ee ee ene ease eo pue eka ay} Jo sostasiqy 
sec e ease cess seens suotjipuod otayeryoAsd pue ]eolZojoune Ny 
eee r ere er cree erases er eeesesensseesene 0384S [ed adian d 
ee ey ssutuosiod ‘suolyIpuod o1yVUNely, 
ry salualogep UIUIezIA ‘spue[3 

aulLloopus pue UIST]Oq ByoUI jo SiaplosIp ‘saseasip orpeuIneyy 
eee we ee eee ease eee e reese ase e esas esesereres suusejdoa iN 
econ cece neers ern eeeseresesesesesse SoSBosIp SNOIJOOFUT 


dhOud OILSONDVIG 


Huyo IVLIdSOH YO IVOIGHW YOd AVd OL ATINVA dO ALITIGV UNV dNOYO OLLSONOVIG 
Ad GaIdISsvTO SOLV.LS JHITHU-NON HLIM SNOSUHd JO AUVO TVLIGSOH UO TVOIGHUW WOU SNOILVOITIddV¥ GAAOUdd 


GEBT ‘S0qUIEAON ‘SYOLYSIC] OABF[OM UT OIBD [OIpeyT Jo ApNyg 


(A¥1Q YOR MON JO OAISNTOX|) O78Ig YOR MEN 
Ze TIAVL 


169 


MEDICAL CARE IN WELFARE DISTRICTS 


0'SL lz 0°¢% 6 
Sidon al Cea Perey ove (1) 6 ale ows oS dhs hs 
Acie aces Mcrae (1) 6 fe (ovenailad Hertel ars rovers 
catbaiiete = ‘ T° €6 L@ 69 a 
BOD ar nee Bee () Il sta ah Sas att vafe 
es a 416 gg 0'¢ te 
once : 0°00T ee sore eee bem ates 
Me MATE | baw ates () 9 adele aiehera|’ Seenerah 
ease Yes ian ||" eperaeoisue 0° 00T eZ RAL sien er 
nics Cred ect ee (1) Bog Ppp aeaad teeinne 
ent pameri pres ataer cierto 0° 00L ZZ Tere ia bax Be bbs 3 
vE a & 86 cs Uns G 
1 T 9°96 48 es & 
gsr é 618 &1 $9 T 
IE carn atone Sepa 0001 cl beneath 3} renee 
Ts I! 8°86 08 Vs T 
Le 8 8°66 cer ia A 1G 
AE SEs rE ae am L 16 Zz eg Zz 
oT 8 L $6 LS¥ LY £% 


yusoieg | Jequinyy | yuesdeg | sequin, | yus010g | aquinyy 


Guvo TV LIdsSOoH 


aNYV ‘Tvolaaw Guvo TVLIdSOH auvVO TVOIGAN 


Te30.L 


CHISTAOAY FUVO sO Ada T 


peqiod 
-o1 


JON 


*go38}U0I0d SuIyNduIOD IOJ [[euUIs 004 as¥"g (1) 


Be. [itt ete terete eee ees ‘ poytssepp exoqmasfa ou suoTTpUCD 
Cpr ee a ae SE rae. qusUISAOUL jo Biotic oe souoq jo SesBesIp OTPVUINGIY-UO NT 
oe ee nS Sea eta A ene ate anasr Ae[N]]ao ‘UTS a4) Jo sosvostcy 
og ee ee ee ee Oe A ee ea eo rw a ey woysAs [23tues-oin ou} jo sesvosiq 
Oeics fates ttt eer SBINIOY ‘suUOT}IPUOD yeutmopge i9y43O pus [VIUOFLIeT 
ie Se Pete west cra wiajeXs aATISaSIP O43 Jo seswasICT 
ge ss Th eM ek ee ee ee 0 ot woysAs AJoyeiidser oqd jo sosvosiq 
9 6 COW. Ce SR Seow 6,66 wi) 6.81.98 80.6. 8° S'S, 88.0) @ 28 sosvesIp o1yeyd ard] ‘otue,ds ‘poo[qg 
| ie fee ee ee ee a cenit ae SeawesIp TU[noswA-orpses) 
‘ite! Ss ttre eee via ee ee, ava pue £2 oy} Jo sasvastcy 
ZS ChE: 0.6: OS a0) 0). OO REO 0).0 O10'e 6.0 6 61:6 9-0. 6.0.4 suoI}Ipuod olye1yoAsd pus [Botsofoine Ny 
09 a8 & 2''e 810.8, 80 6 cow 6s Ole vee SS Ra s.6 6/6 w &-6) week © 8 ons 8 6186) ba. bem aye4s [esediong 
6 ee ed © 0 ert. 6 "e*e 6 GN. 6.8 G6 ssutuosiod ‘suOT}IPUOD o1VBUINGIY, 
GRE? fh Re tape ob Fh eek ee cneWeigentecen es seroustoyep UTUTe;TA 
‘spuB[s OULINDOpUe PUB UIST[OGBIOU JO SIOPIOSIP ‘sesvesIp oN vUINEYIY 
9L 5 ©) 0, 6616'S. 06'S. Fe S 6) 0) 6 0 Clee 68'S S40 -86Ke GOS 6 Oe ee hls 6 m6 Se Bye. 8 6-066 & Sone suise[doeyy 
te See ee en a Peer Crees aasvosrp snooayuy 
Z8P F669). 6 SGU 6 AUSrS OS 0:0 618 6. O'S 0 01 6 00:6 & EO. 00, 6:0, 6S. 06 6 6.610. 0 elt 60-6 (ee ee ee eee peodey 
og . 4 SYS © UG RCD 0.6: 'E8'S 6010 Oe 6. 6. 6.08 C108 6 ¢ Che 0.0.8 6o 66 WE Oe be 6515S Se SOS OS peqsoder JON 
ro ees Seek er pan eon peices Conran amy Peek were (e101, 
e 
suortyeo 
-ydde dQNOUD OILSONDVIG 
1®279.L 


—Sa=_~_l“anaepnae—e—wenasenawaaqaé#yppoqopaopapnmqy#nmwygqysasanqgjxszspmysnnapqxwapmaenananana9myywTwTyw0DODoOQ0n000009n eee eee eee 


GaLSaNOad AUVO AO ACTAL GNV dNOUY OLLSONDVIG AQ GAIMISSV1O 
‘SALVLS JHITHU-NON HLIM SNOSUAd AO AUVO IVLIUSOH YO TVOIGAN WOU SNOILVOIIddV GAINAC 


BEET ‘OqUIOAON ‘S}OLSICT eIJTOA\ UT eID [BoIpeyy Jo pag 
(AJID YIOX MON Jo OAISNpX|) 07¥IG YIOX MON 


ee TIA 


a 
<j 
& 
nN 
2) 
om 
3 
a 
a 
e 
foo) 
— 
= 
..) 
q 
oO 
ool 
=) 
<a 
a 


170 


*‘gosequedIed SUIyNduIOD IO}J [[euIs 004 sseg (1) 


Aer Seine 6°28 6z carat $ ee ; Lg Litt teeeseesereseeeeerereseeee ss “DanissBpD BIOyMES[a JOU SUOHIPUCD 
£9 T 2°86 URE ee) aa eg es es ae epee ps Medea. 9T quauIeAOUI JO SUBBIO puke seu jo aint oI) BUINI4-U0 NT 
a¢e2vaage 2 PLOGCBRE (d) 6 ere eee eee ewe 6 Zz IL oe ae 6 eee eee Bee Iago ce oe gE ee ‘ULYys JO sesvosIq, 
0° 8 Zz 0° 88 aa 0 ¥ T (sh P 62 erere eee eee eee eee er eeeeeeeeseeeeeee m1048A8 yeyrus: n oy} jo sosvosiq: 
(1) I (1) PARK. eB Nata ee Re Be oak 8 I 6 svIUIoY ‘BUOTJIPUOD [eUTMIOPg? I9y}0 pu [eoUO0yLIEg 
s’ 9 $ ¢° 06 9¢ Zz gE z 29 Il eZ ed woysAs 9@AT{SOSIp euqy jo sosvosicy 
rs £ 6° 16 Eg wee oun oF re eee 2g Z aa ed wojsAs Aroyertdser aq} jo soswosic] 
. 46 500.6 4 670.6 2 eO (1) - fe eee eee eee 5 2 T Cc Me es ee ee es se ee ee ee *“sosvosIp oryeydurs] orueds ‘poolg 
Le I 9° *6 ce Le I ig IL: a care SestOsIp IU[NOseA-OIpIE,) 
(1) T (1) $ conse s | Sanh 8 29 c I 9 i rea pus ako oyy jo sosvosiqT 
os eee se dl 6 ee 8 ks 0° 00T Ig cveves ee Te ¥ ee TrtteseeererecsecreceeseessssguoMIpuos oLyeIyoAsd pus [eoIso[oIneNy 
2.0 ers +e 594482 0 0° O0T oP ee wee eee eee oP 9 RF aa te aes ee i aly dn oe eae Nee EO pe ea 
£ - £ 8 26 cg 6 z z 0 2 ZI ZB ee sZutuostiod ‘guOT}Ipuod oryeunel, uF 
SF I 7°06 61 SF I Iz } OZ [rectrtttttttttt sete e tees e ee ee eet eete es sotoudtoyep UTare,TA 

‘gspuv[z ouLlopue pus wlsyoqsjeur Jo s1epr0Srp ‘gasvesIp on eumneyy 
eee ee ee | eee eee 0° O01 IZ #0 eee eee eee IZ g $% ed Sey eee Rane ae ech ne  T 
ze I 8°96 / ye oe Ie ; 1S sosvostp snorjooyuy 
0 - SI 9° £6 EZF - g Il CSP GL LzS ee peyzodexy 
see eee | we eens @°'18 eI L 81 g 91 FZ OFT SP a a ale See eS ee NE on Baek ee em nek TE Tuna 
8 4 ST id £6 OEP 0 € FL SOF 661 499 ed [®20.L 
qgueoieg | equINN | JUs0Ieg | Jequiny | yueoIeg | IequinNny 

Bs peyiod | s 9 
uoTy 
GuvO IVLIdsOH : 
whlagis Se aeat GuvoO TVLIdsoH GVO ‘TIvOlagW = _ dQOUD OLLSONDVIAG 


ddISHAOAY AUVH AO GAA, 


: CaaLSANOad AYVO AO AMAL GNV dNOUD OILSONDVIG Ad AALAISSVIO 
SOLVLS dHITAY-NON HLIM SNOSUAd AO FUVO 'TVYLIGSOH WO TVOIGHW WOT SNOILVOITddV ONIGNGd 


GE6T ‘TOquIEAON ‘s}OLNSICY ETB yIOM UT exB_D [eOIpeyy Jo Apnyag 
(AND YAOA MON Jo OAISNJOXY) O78Ig FIO MON 
ye T1EV I, 


171 


MEDICAL CARE IN WELFARE DISTRICTS 


“049 ‘1aA0|dule Ul0Iy WeOT 
‘zoAojduie Jo eouRINsut UOTyesuodu0d ‘TIq Avd 0} quUeplode 410} ejqisaodser Auvduiod Jo aosied ‘soseMep JO WOI}da]]09 10} AOUI0}}¥ JO SpuYy Ul ESD JUEPIOIG :BUIAO][O} ay} sepnyouy ; 


idicine seria aan rine oe 31514 seis vias Stee Gsh ls 0 4p wine Niece sini aie I I I I I sisie dts <¥aev NSS See aT eee 
S cntaal leche (coal ibace gel Backer ee ites ler s(n a lesorscern rns nmpcs: I I I I I Weensteeseeeesesesseseees>-guOMogIyaT 
Bort) |weiee ot cay more Ok ll ROpUeeaCeer a MPa. | ECD a rrr oexsoen kot tna > z - z z + oan « SUSE NES. SEUSS Ieee pay seemaes 
T T seen ee I Ce T T I ¥ 57 et eee ueioisAyd 4q, SOOTAIOS yeloeds 19430 
I Or see eee z z ee es 6 S 8% SP FP 1¢ 1g ee) yeyidsoyy 
See arsiaiare el ce sical jaan e's viele. c¥Ohe! I wags’: Its viene wisssle-ed Sate ore ae ae I I I tetteeeececeneeseeces es eoee sGqnO ET 
I re Z I ee 6 ¢ 8 aF oF 8¢ Tn cee oreo JeOL}935q0) 
Scat pul Re eel, ERSTE eo CaCO racecar! ee OM: inary | Corer ie ie eis ar aie rate [esses reecerseveeseccoeees + gumtger 
Oe Ce oe eon Be = I nn eee Oyo 
T edabpide Ff eoeoss | covvcavseacean fF Cone Fioescean, Ff Cengreassevesuse eae “* I I a qstpetoedg 
Pees e Pt BUGES | eee teh Wiese eeees fe eree UN e's yes'e: [i> aw dee see seta. I I I I I tt eeeeeeeeceneeeeee ease sees QUOT 
tees I tereee Ty eae teseee Ty I I Z } ; Vtate beet eeesdeeeevesee ces eegomTy 
seer I eee eee I see eee eee I Zz 4 g c c Teeeesseseessesesss Jguoroeid [elauer) 
€ ZI eee ee ¥ I Zz I 6 e 43 Ch 6h 89 89 ey uBioisAq gy 
CP 08 ween ee CZ Zz €g if t¢ 6S CST C62 Lge LSP I SSP ee es pewoday 
g oeeeee I g t ee 7 I 6 al cl Vag U4 :74 ee peyodei JON 
SF 08 I 8% ¢ ee L ¢¢ 09 wer | 60g | zee | og | ¢ ZIG [octet eee 1e40 J, 
A0uase ployesnoy peyod otro 
48314 eo1peut = /poysod | ;suveur | Jo apisyno saat} 81 /83088V |_| TPIOL 
ated ihe eyeAlid -01 | Joyo -vyed aqisuodser | JON | . I [840], 
J0G10 | Laat P ued Jo oyqnd JON |Ysnosyy,| Al[ese] Jo sue [10], petuep 
WM -1shyd 8 48 -4sisse ysnomg yy, |_—- peyod | sao 
eqwalg | oquyteae SgoINOSed UMO YBNI J, ~01 | -80 GQALSANOTU TUVO AO AMAL 
a18—) — ON | -ydde 
GUuvo TVOIGGW NMO YO AVd OL TIAV AAUAGISNOD ATINVA [eIO,L 


‘TVINGG uod NOSvay 


TIVINAG WYOd NOSVAY GNV GHLSANAOAU AUVO AO AMAL AM AAIAISSVTO 
‘SALVLIS AHITHU-NON HLIM SNOSUAd JO AUVO TVLIdSOH YO TIVOIGAW UOA SNOILVOITddV¥ GHINAG 


BEGET ‘TOQUIEAON ‘szOLIISICT OBJ M Ul eID [eoIpey] Jo Apnyg 
(AVIO YIOX MON JO oAIsnpoxy|) 93%IG FIOX MONT 
gg Flav 


MEDICAL CARE IN NEW YORK STATE 


172 


‘JoAo]duue Jo eouRaNsuUt uoyesuedmod ‘IIq Aed 0} yuaplooe Joy ayqisuodsea Auvdutod Jo uosiad ‘seseuep Jo WOI}0a]]00 Joy foui0y4e Jo spuey Ul eso yueplo0e 
rn ————— 


oes I Beto ouerneicc sins al ae sa Deedee Poe. : ne I re 
Ps sees [oeveeee Tr veka! Hiidea ch [Ska saautaay earned Sof cecil dete: . I Se ie | 
Siera sf sersishns els aigisip cn og) Wile aiacecei acetates “fo ials ANE Seed None : z I € ¢ ¢ rere |g 
einer nt eatrcate aia Teele ce Ai opera ry ctu ome me leereircc 9 Moment serene I I I I 5 I 
AME vane sass sieis elaiee , pee AE Wes eyews mi erections re ee Z Z Z Z Z 
ASS e leet SAAS anes SCARRED Ge BAB SS: AREAS I RES HARSEY a Sa Nese ooh I I I I I 
I Sega esate ele Splara> oye > Sa Sat eee miaieeies-celsiaees - ne Prey I I 
creas see Saab Bacto nn . aie ratata + miegaeo aysibiae sna 5 I I I I reset 
Be Fo Sa eee Act | Be shia art Ae ET, | WONT | SHE COR Ee. 
sess sseee Sia a sights a ee : Bae ae enon | Sere: nieio GASSES Z - Z Z Z 
Se ae ee ee ee 1 ee Aes is BO Se EEA rat 
Anuese pjoyesnoy pe}iod duioo 
4eoly eorpeut = |peyiod| ;suveur | jo episyno seat, ~01 jsyossy | py | [830.L 
uMeI 14 aqealid od ray30 -R[e1 o[qisuodsel JON I 1830.L 
10030 : P weld Jo oyqnd JON |YSnoiyy,|  Ayjese] jo sour 1830.L peuep 
“UM -1sAyd B48 -4sissv ysnody J, peyod | suot} 
aBAlig | sqeiteae seoInosed UMO YSNolyy, -O1 a) 
sn @) Jon | -ydde 
DAV IVOIGGW NMO Od AVd OL AIAV GHUAGISNOD ATINVA 1210.L 


TVINEQ woud NOsvay 


(papnjouog) —GEg aIavL 


‘049 ‘JaAo[dure WOIy WeoT 


:BUIMOTIOJ 94} Sepnypouy ; 


"9180 [BOIpeUT J9y}0 pus ‘soouvifdde ‘(1ay40 
pue suorj0e1jxe) oreo ejuap ‘(aoqyo) ysttetoadg 
rd died Seth's cise were eee 's ssa (ere9 yeo1I}24Sqo 
uey} Joyjo) o1e9 yjeydsoy pue eivo dtutTD 
aes (2180 [RO1I}9}Sqo UG} Joy4O) eIvo yep 
-soy pue ueioisAyd Aq seotAdes yeroeds 10439 
**** gia olut[a pue ([eyIdsoy) 91K9 [eo14490}SsqQ—) 


Riese s cinta ee cere (aaeo [RO1I}0}Sqo Wey} 19430) 
aired jeyidsoy pue (eu0Y) Jouolyyoeid fesouaN) 
tes oi rari ee (suotyoe23X9 wey} 10430) 
91e0 jejuep pue (eu0Y) Jeuor}yovid Teor) 
aia aa ae ste eeeereeteeess*'(gmioy) azo 
[eol1jojsqo pue (oUloY) JoUOTyyOeId [eloUsX) 
Aire oetictun cue shna See wanton: (qeqtdsoy) erzo 


[eotjejsqo pue (a0qjo) JouoryyoeId jereuer) 
“+ “(gro [BoLIJe}sqo Wey} JoyjO) oreo [eydso}y 
See as iacettneseiets +++" aago peorpour JoyI0) 
Ree eittyrrcinc beste eeeeeeeeeeeee=9a@9 OMUT) 
ee teeter * soouelddy 
ed nse, sitar ts 
er o. Jedseyesnoy @SINN 


err ee ee esau poi04siZoyy 
ac tereeess-97e9 SUISINN 


(papnpouo)) — paysodeyy 


GaALSANOAA TAVO JO AMAL 


173 


MEDICAL CARE IN WELFARE DISTRICTS 


‘suolyvorjdde peAoidde 10} poysoipul SI peziioyyne o1vo jo edA} oy y+ 


I eee . 9 | z 6 I ere eee tt Zz FI ee eee +e eee ewe nee "wse[doou 19q30 ll? ‘umouyun AouBUSTTS IL 

Daeante sterd I € wie 4 a 1 ES. | “Sages Care ee Pasa rae AU OR a fd, SA at a ae is ae qsvaiq pus 
wi94sAs [VUES seus} 94} Jo wisvydoou ‘uMOoUYUN AoUBUSI[eLL 

ata: ao tess I I See cases pee I T U Aigeemags ee |e ase wi04sAs eAtys03Ip 94} jo wisejdoou ‘umMouyun AouBUSITey 

0.6 #6 OU.0 ng C06. 6 a.@ Vd see eee z o <-6-5- 6. v on oe ae g o.2 $9.89 g . CW it ds Ie ie Sa Tete Me eh es a Ne te Te uisv[doou quBuslyeulu0U 19430 lv 

et T Il pce ae | ah pie eae I LI mae, Fh y ees pue ule4sAs [B41USS 9]BVU9y 9y} Jo WIsv[doou JUBUSITBUIUO NY 

. . eee ee ewe ee ewe ereree eee eee eee eee 6,0) 6,6 Ce {) 8 ore ses ©,.€) 26.1010 a eS 9. 0.06) be) AN). 8) Oy Rh eS ea Sle ere E78 "u1998A8 8AI4SOSIp ey} jo wuse[doou qUBUSI[BUIUO NT 

oreeee . . . ZI 9 SI I ee eee £% 9 o¢ 096 8) OS sa oe, O18 a eye. oe. © eRe a ee OB 6.6. 6 uise{doou queuslyeur 49430 lv 

Saeco ng Zz LZ I OL I Z ZI T OL ““gueerq pus wi94sAs [6jIUeS [BUTE] 9y} Jo WIse[dooU yuBUSTTS yy 

ore eee eee ee 9 eee oe 9 Zz eer eree 6 eoeeene Tt eee re ee w1848A8 eAt{seRIp out jo wise[doou qUBUSTTV IT 

I $ LF Or z9 C ¢ €8 Or Zor Graver pone teemees eerie ee) rete es ee eee esse ess -gugeTdos NT 

I be LI SI ce tA Zz ¥ sae IP ee soqyisvied [vullue pus 
queid 1systy 09 Onp seseesIp PUB SUOTOOFUT [eieues 19430 [TV 

I I es T 9% g z 6g T Gh = hou hes: See: tiaies.e * stzITeydoousorjod ‘siqtjaAuoljod aynoy 

ere . . I (5) Zo ¢e . . of I 6 14 pA33 ee oor ed BE Hees ea we 6 6 Ceo 6 6 . * pjoo uourUI0D ‘(eddis) ezuenyuy 

eat ieee 8 T 6 SSE reeeee Loy Zz PS star eratesarere eo dvecccetey oe sieiurereierere erent : * sudo} T[v “BaysI0UOS) 

verwie ea a 8 6 irs seeeee |g 8 2 ooo sTavanbre etiietecdtate pene a eae “ guLIOJ [Te ‘sTpTYdAG 

Ware teste ate at ll ae teens |g euataesiene eee (ee es “ierege = maaan ene re Ae TE SOE +++ + “gIgoqnoreqn Jo SuIZOy 19430 [TV 

eee ee ste 1Z g oe Z Tt $o ¢ 09 ed *u1948A8 AloyeITdse1 OY} JO SIsoTNOIEqN], 

Zz $ cg e¢ FFI Z 9 CFI #¢ a rn SiUre eT ayians el wiser ee IST e ci ai een eee ae “sasvesIp snorjoajuy 

IZ 28 91Z'T €FE 299‘T FIL EIT $20‘S ele 919‘% Pi fe a a ae os eG ae eo i Ok wee er peqtodexy 

6 I 9% Il LP 6&1 I 19 91 1 a, owe eee BSS be el br 8 re eles COUR Meee SO eoTees +++ ++ paqsoder JON 

og 8s ZtZ ‘TT #GE FIL‘ I £6 FIT CEl's 16 £68'S o/ Sle MSS Cee a6 oe ee eee ee ee, eae eg 6.9 020 640.6. 5.%.-0 Sa syegoy, 

o1Bd 8189 
peys0d e189 peji0od Ee} 0:9) 
at | ie Th ee Peco! OOD ||. at Some ROR: | xs iponr) eet 
ION TB°IpeT -scH = JON [Rotpey poe i 
: : SISONDVIG 
awqaouddy IVLOJ, 


SSS SSS 00 —— —  ——————EoooooaoE EEE 


1GaLSHNOAUY AUVO AO AMAL GNV SISONDVIC Ad 
CdIMISSV1O ‘SOLVLS JGITHU-NON HLIM SNOSUAd AO AUVO 'TVLIMSOH YO TVOIGAW WOU SNOLLVOITdd V¥ 


GEGT ‘eqQuIeAON ‘sxOrI}SIC[ OITA AA Ul 91H [worpeyy Jo Apnyg 
(AJID YAOK MON JO OAISNJOX|) 09BIG YIOX MONT 
gg GIav 


= ow SRE eeapere an ses Peo ao cieaats I ; I ran er AER tun aes ere ey I I Fortissteressssss + uraqss £10q1pne 9} Jo sasvastp J8qI0 [TV 
eee tes aere nites IZ Zz (7 oe ez Zz pS Oe BIPIUI SIO pus SIIIPIOISB A 
ewes ponenen b 4 hace] Picco epweraiie seth! a abel antl eic em ce meronae toe ee ome oes ea 
i eeereaea enna tates eae Saale Ae © Thage  erae Re aE aoe Coen 
[ai Zz vee SS ee I 9 ¢ 9 Pte Sy #9 I t J, ee ee ee ee ee suOoI}IpuoD oLryeryo AS, id 
oO eas Sr (eR ae SI Z 9% ° Sigh ce aS i 9% Z pe rary foeer 2884 Je1eues ul ureysAs SNOAIOU OY} JO SUOT}TPUOD 104}0 [TV 
DH << 06 5 ee Zz 9 I CS Se ee eres z 0g T ee pe ee eee ee a IPS ar queplo0e [eiqele0 Te[nose A 
= € A 29 6 1g LZ Zz OZI 6 SEL ey suoTzIpuo0. otayerqoAsd pue [eoIsojoneN 
& eet sak aes ee ese © Ot co eee > reece el i exekeetele.. Bicte sagt tem Be Ok ills co eae een ee a onsen n 6 died eres ea See ete oe cece eer reecese AoUCU 
i \ : . : : -Boid poyeurmiezun Surpnpur ‘umMouyuN suI0oyno ‘AouvUsIIT 
RR re I FI s cI Zz I yn ne Genre eer es ee rere ee uoMsI0qy 
Zz . sees ee rife Sees 9 eee eee | ee ewes fie eas | ea Il trrttsscessssss sss sguoreotduroo Teotyeysqo yyIM AouvUBeLT 
S 8 FOL sé 906 Z or OFS ¥E polo A |S Sree Soares Sati pereatop 
& ‘guOTyeOI[dwW0D [BolIje4ysqo JO UOT}eoTpUT gnoqiia Aoususelg 
& Z 6 CST ee 622 6 Il 28S ce Lge ee eere rere eer eee eeeeereeeeeeseeeeeeeeeeeeeeres 0784s [eredieng 
(@) eee eee © | ee eeee ca T cI Zz eee eee co z 8S Totrersccsrerseseeecse sss" URSOGOOTS SarpHpour ‘surwosog 
- ae g 6g 9 69 g € vel Z IRS ip Ries Sais Se ee NPR eee amma teat | 
_ wet =e ar Od 6 8 Ost | OL npg: Se rl Oe OAR Ee he Rea hae pee ohh itt 
oO T Z 261 61 PST 9T Il 626 ¥ DEG fr ees sBuluosiod ‘suor}{puos o1yeuUINeLy, 
ea a Ae SE Re ie or eater, | Seat cee eae (eee Sry mcr reine |p inom arte | rest ael eam | Sp Nediair ieee Pr uneriany wieaes rr er eer ee ei fret ers sarousloyep Urureyt A 
ae Bee His t SS Ee Boy fae ha SS i ee a A ree PUPA nto gras 2 
Ss Pe ee ee oe ee a | c ee eee c oe ee ee ee eee OL ere eee OL ee ey ee] * pues prorAyy 94} jo Si1apIOSICT 
Bea T g T Z T z Z va a “css "* UORLANUTsUr SUIpNpoUr ‘suoTIpUoD oTjoqvyeur Ieyx0 [TV 
aia ere — I re ry 9 rT I Fe see eee 6 co cen eee ce cescesrceccese ss = + n@gROndUIOD: ‘SNITOUL soxIqsIC 
a pe Or 9 SI ¢ I it L ee Go peyworjduooun ‘gnqiyjeur soxoqeicy 
ete |e 91 9 $Z I ¢ Te 9 IF VR Pe es Pa ee Sa TOE sesvasip onvuneyy 
Zz 7 SP cl e9 9 £ i aA LI FOL ee soloueroyep UIUIS}IA ‘spue[s 
auLIDopue pus wWISI[OGe}eUI JO SiepiOsIp ‘sesBesIP olyvUINeEgYy 
(panuzjuo)) — pez10dey 
azzod |, Orv argo ayiod | _ otvo ere 
P = 1 Teyidsoy yeatd 918d TROL z or Teyidsoy yeqtd 918d [eo], 
JON, at -SoH] TSorpell JON Fa fetes -so Teorpeyl 
Teorpe Teen SISONDVIG 
aqaoudd y IVLOJ, 


(panuyuog) — gg aTavJ, 


174 


175 


es eee ¥Z e 8% ¢ I IF ¢ Se pita stre Sore eee nos be oh Piet ont ae or ere Bure yy 
T teens 9 este Z T see eee y? see eee 8 Wy, eho uiwtet ow -6) §, ei ies em. Ie (6 Lei AYIABO jeurmopqs ey} jo suoIjzIpuod 19710 
SHIP aN Soa I ee Raraierene reves LT trees | oT bebe eet e reste eeeeeeteesetecereess +s STOIs@qpB [BOU0jLIOg 
NORIO | enti 1g g 98 t I 6F g ee: Ni ae itt ite SUTUIOY ‘SUOTFIPUOD [VUTWOPGS JeyjJO pue [BeUO}ET 
eee eee e cy F Ze z F SP c 64 . rrrtt rere reeecescreccesece ss QReaged afIq 94} Jo SesvesId 
(Ces Noe ee anak I I + aera veeeee LT I z vitseseseseseresesecnorceterenss sss * + \G9g6QGID SAT SOWIO 
ecg iter SO a $ reeeee dg <a neeees rereee |g teseee |g Fat ae eer ee et atl CR RA aR i Re  IBAT] JO SISOULII 
T z Or z Cl I Z €T Zz SI -‘seorouvd pUv JOVI} [BUIJSOZUI-O1SVS OY} JO SEsBESIP 10440 [TV 
gees iri dc oar e] cc a a shies vesees | OT veeeee | OF Vorerersse nesses “gnu pu wINgoar JO SUOK}TPUO T8430 TY 
Pee pee eee ¢ I 9 etaten tes reece |g I OI SM a) etait mh PS ET COE ET. - sployso mre yy 
T g €8 6 10L Il EI OFI 6 ELT ee ty i at ee ee eR ee es Oe ee hecooibe : . * sijtotpueddy 
PS ea or T OL I a I I OI if 61 siete eter ees ees sees soggoreom sT41]09 STIPTTOO ST}110}U9-0.148B XT) 
eres oo aes Cl e 61 res See Te - Be ee ee uInuUepoNp PUB YORUIOYS JO 190] () 
OF 8,6° 68°66. jn F 6- Ore Se g ee g ee eee ee eee g +e eee € ©6668! s a 6.6: b's ‘pf 6.8 60 68 oe xuAreyd pue yes jo sasvosIp 12030 
ewer ¢ Z 92 9¢ I e OL 6Z oF Picea otsli ibid want rele claps © inlets sl) Seve eae 490} Jo seseastcy 
wn ¢ iI CLI IF ZZ SI &Z 98% ze She tres ces agate wia4sAs ‘espa Tp ay} Jo Sesvasicy 
oO T T Z T c I T ¥ I iy mete es eae ace ag 4oviy AIOZVITASEI IOMOT SY} JO SesvasIp 10q40 [TV 
re T T g I Il € I 6 T ¥1 ae } Ss te we. 6 0b 6. 0i0, 6 6-80. 6 88 we Sw ES wee CES Oe ce suolyIpuod [Bane gq 
eee I Il 1 61 I I FI l ee Renee ate tee eee as Cerne mer BUIyIse [eIyOUOIg 
RR Eh oases Se We oe gs Geike GRD Shea oe ee Aa Sere PMI (ele ea ks BES a Sere rte ered cates ete *-s1yrqouoIq oTUOIyD) 
—_ D Og e O06 Tea vies Se ese re T I wo 6, 6 ‘ss Sb vd. 6 on. Ose 4 8 Ole I T Sa he 6 Sh Cw 6.8) 8)6' SS 6S 5 8-68 .0° 9 © cease jo surlIoy r1ay30 lv 
& ys € 0g z 9g g c 6F Zz 6¢ Peewee, we ee ee ee ee a ee oY Oe ee peyiedsun ‘etuouIneug 
tara’ UP eS 63 € 6 ¢ nee 8 8 ¢ Zz eee eee al eeceees 91 +t RESINS E NES Rated MATTE Ts LEE det 8°15 Or 
| eso oe z ee eae eee! Bsa z ¢ Pivece Pp. fet esrewenrh ec fees spasm apne r toes “gruoumeud -oyouorg 
=< T Zz SI c 9% g Zz 61 Cc GO Bees oes Sree Se 4ov14 Aloyertdser seddn oq}, jo soeostp 19490 [TV 
ee acca 2 ae Z I Be pg ents | ares: $ I a, Bebeereeww haces yeseegue eter ae saga treet srenuig 
ae: 5 eee 9T L9 LP Ost T PAL S6 LP O9T esas “Grishin *plouaps ‘jisuo} jo Aydoszsod Ay BuoHvojul 
ical i4 93 SFI ¢9 EPS FI 66 L1z ¢9 EG 0 a ns we i A Wk ur1e3sAs8 A10ZVIIASeL BY} JO SESBOSTCT 
= Bwmeee eT. 6-208 5s Zz eee ee z I oe eee g es oe 2 6 ran a he. me ie ee Oe ee ee uie4sAs oryeydulAy] out jo sesvesIp 19q30 lv 
ee Gaia © ate Le TE feb ate ER e. beers Ok) ie ate sepou-ydurs] Jo sseosqe ‘syTuepeydurdsy ONO y 
Oe Beate L ¢ i a ie ERI) Seah abteas Or ¢ RG (eRe rie Oi oturey 943 JO sesvestp J0Y}0 [TV 
RAE eel See z cs a Peters seers Loe vaseee LZ edSOTS 4s SPA Ed 2 Spits Od Sn nt 1 a ND 
fe Tess oe! Be tee cL g RI , aera a ae ie CZ g 6 Wlece. bcbits behets ie serex bya e ee os,b. ¥. 8-8 * sosBesIp oryeydursy ‘orueyds ‘poo[g 
= SLTIC. Psei alee Fs ee, Cee res tere nh Cited i ae Me GIy: ees aE oe Bia Rae ee Ee saseesIp Areyrdeo pue snousA Iay30 IV 
a] OC Cire Pep eretr ey ¢ ce e Or z eevee LZ ¢ FI ere ere re ee ce ea ik ey i Oe a Ae A eS Fs so0LIt A 
RS pike 4s sitet ¢ ¢ 8 Avie Bs che 6 ¢ Se reece eee aes eee * gogvosIp [eIIEWe 10730 
RL ot A ree ssa ee RCS ee > es ee ier RD PEER e eE RN. RC Lia ke “S180, JePSOLI9}Ie [BIUEL) 
3 Spe an a e 0¢ FI 29 8 $ 6 cr Bere pe ere Sense tenn eka: et ene SosvosIp OVIPIE) 
5 2 ¢ 19 wa 8g Il 4 1Z1 ez TAN) Fone Coe DES Sate ts Se SOSBOSIP IB[NOSBA-OIPIEO 
i ic) 
bi a 


MEDICAL CARE IN NEW YORK STATE 


176 


I p ¢ 
aie | y SF 6 8c 
ie ae I SS € 66 
if eae Se ec FL 91 o6 
aia : I I z 
Sh meena I 9 Z 6 
Acasa ao A certs oe pare z 
ee eee Ol Acssact OI 
agen -4h 61 e &% 
Seong eGo area ¢ I - 
Riad : ¢ 9 II 
T My 98 1 g¢ 
T tI FP 0% 74 
Neen oe, ho ae 6 z II 
Mick ecsamee | Migioesoes a I 
ee : “peetes Cer } 
ceteese I Seceae et es 6 
eee I 9 reece LY 
Ge can [es eee } rr a 
Meera I I b pdia tas = 
React ame acs Teas & rr 
eee vesees | Gy 1 $1 
iE es ee z nie z 
as ose iI Ps ZI 
a re ¢ +9 Z FL 
aro 
eq10d e189 
P ines [eqidsoy jenid areo [PIO], 


eol 
7ON | eorpayy| OH | MON 


‘A[UO sisayysoid peiinbel Z 3nq [TV 1 


agAouddy 


serene Loy Il ZI 5 iar vo enoliences Sepa n Ue nore air so ner dc Scher “8s Tr Q0N 
I 68 FI sor. ttt SOM eh Sie +++ =guortpuoo pesouserpuyy 
I OF 4 LF inet amricicne: "Baye som nar ae: Prete CRC 3 ATWO SIsoUSeIp JOT 
Zz Okt 6Z 191 5 cupn prs Fiseseeneeeessssss-pouiesep) ereyMas[e Jou SUOIPUCD 
a z T € Gee ica * * ureq8As [@29]94s8-O[Nosnul oy} JO SUOTJIPUOD I9q40 [TV 
Zz 0z Zz 7 W01}90I09 JO} yoayap oIpadoyywO 
Say an z Se a aoe Treseess sees - uTgasKS8 [B9[9yS-O[NOsnur 9y} Jo SuOT}OOyUT 10430 
Satan: 6I esses | gy Preece nec e eee e tase teens tee seresecees sees «gig ATIOGISO 
G &F € 8P "**** *quaueAOUI JO SUBSIO PU S8UO JO SasvesIp OIVBUINTIY-UO NT 
sevens |g I ae Ec aa Sra eenner in sais ia rb ericts UTYS Jo sestosIP ITO ITV 
Aaa 8 9 #1 Forte seessseesssess-UTyS Jo suOTyEySeJUT pu sUOTDeTUT 19q30 
¢ o¢ €I TZ *Ja0[N eIoysodns ‘siyI[N]Jeo ‘sn[nouNnqiBod ‘sIsopNoUNAN; ‘apunin sy 
¢ Z9 0z 17 Cc aNSSt} ITNT] ‘UNS Jo sesvesTq, 
IO verte [cesses | cesses [osereesesssss+++-aggarq ayeurey ay} Jo sostostp jeredsend-u0N, 
i Tr ae (a LT **wre4sAs [BUS a[VUIe} OY Jo SesvasIp [e1odieand-uoU 19140 [TV 
cee ear SIPTUISVA ‘SIITATN A 
cleaeson Ol veers | ory Fsertssssssss+++-g19903840 ‘epa00q00d ‘snzaqn jo jueuIedR{dsIq 
z ee es ee Se -"'*xTAlao put snzeqn Jo seseosicy 
I Il Tt &I sive = ee sist 6 6 eve Geis a © me @ 66m » oe: e alwinimse ae! sIqlioydco ‘sIysuld[eg 
pte ie 9 I 7 occ “sisounryy 
T Vd Se ¢ eee ee ee *  ure4sAg Teques a]eUL oY JO SesvesIp 1ey40 [|V 
reesee fog SEER (CnC “aquqsord yo Aydosyzed Ay ustUdg 
T &G S BCR See en ce eee **ureysAs AIVULIN 944 JO SesBasIp 10440 [TV 
OnE ¢ veseee |g bette esses eee eee sees esses sqygqgée SIVULN 949 UI SNINI]BO 
eae “See FS Sd UG sess ese recesses ccccse ss -eurxyoueied AUpIy 943 JO Sesvesiqy 
Cc €ITl OL ESI PPC ih rs ee dos Me trrreseseeeess surgqghg ['eqIUeB-O1n oy} JO SesvasiCy 
(panuyuoy) — pe}i0ce y 
area 
ey 1dso —— a1Bd 
pu Tete | peorpayy | TOL 
[e2tpay H 
SISONDVIG 
IVLOJ, 


(panuyuog) —9g aTav J, 


177 


MEDICAL CARE IN WELFARE DISTRICTS 


peqs0d 
-31 


91890 
[eyidsoy 


98189 


peyiod 
1829.1 91 


9189) 


I se xe Ris aurea a NeRCee Aiedar se apes sphy sae nmanruaens (oLhshe solnuaIOr ep UTUTEITA 
One ec ee oe V+++ss+ss-guonrpuos autDOpue 104}0 [TV 
T ‘ ‘pues prorAyy 249 Jo s1epsosiq, 
(Dime oom sim at uo} LIyNuyeUr Seephyien ‘SUOIJIPUOD DITOGvyJeU 18440 [TV 
i MU w ee ee be ao OS ee Be 8 Ree ES bh Se Ss peyeorduioo ‘engiT]our soqoqviq: 
Bi ANS Sa eae adios enebeclivn awa poyeordurooun ‘enqi[jour sajoquiqy 
(: Ramm | [cepa ane mee os a pu Ba SesvasIp O1IVVUINIYY 
oT ta ist Me MN) NN tie Ge Te i, 6h fn Pe seh ie ol ts oe ee SS Se a ee setouelyap UlUIe}IA ‘spurs 
eulIIOpuse PUB UWISTOQGeJeUL JO SIepPIOSIP ‘sesvesTp IMVUINEYyIzY 


AAR | Pa Sibel ese het urse[doou 1ay40 [Je ‘UMOUYyUN ADUBUST[R PT 

clan ee Se ts din iW WIG, mie) ¥. Wares aD aey Macaae paid SoLe/tue qsvoiq pue 
wozshs [Vues sTeurey oy} Jo wise[doou ‘aMoUzON AQUBUSI[B IA 

Re | i as urleysAs dAT}SeSIP ay} jo wisv]doou ‘umouyUN AOUBUSTTR IAT 

i anaes “uise[doou queusleurmo 19430 [[V 

Ee oak ees lide hn vib nee hays aenyle Vdc ae qsvorq 

pus verbpsite [eyes eyeuey ey} jo wisejdoou jJuvusljeuIUON 

TS ae ulajsAs DATISOSIP oy} JO WIse[dooU JUBUSITVUIUO NT 

$ Cie Je Wer AL De Sos te i hey Se es ee Po a IG Tk ae Dea wse[doou queusteur zaqj}0 lv 

vrs ess 1s -agvarq pues ureqysAs [eq1Ues a[eUIey ay} JO WIsedooU quBvUsTe yy 

en. Ms kis see epee * 1948.48 oaTysasIp ey} JO wiseldoou queUst[e yy 
ee i surse[doo Ny 


c eee PCM fe fe ve ee fe aes ee TTS ween Rae Se . “sovIsnied jeurue pue 
queyd saysry 02 enp sosvasIp pus suUOTOAsUT [e1oues 19u}0 [TV 
FI “siqTpeydaousorod ‘siyeAuolod aynoy 
g BS F0 ie 6 we Se he SOS SS Oe ee SS Bj ns MOUIEIOS ‘(edduis) ezuenyuy 
g AOKI a ee “SUIIOJ []@ ‘BayIIOU0r 
er ey  hinsees stone Saag am ‘stprydAg 
eek: : ig *** *gisopnoreqny Jo SulIO}J 19440 [TV 
** weqsAs A1098TId801 ayy JO stisopnoreqn, |, 
Pete Ee sesvostp SNoTpOaUT 
i *peyodey 


** peoder 4O NI 
ress eees OT 


pue 


: eoIpe ue 
ON | romp etre: JON Pp 


SISONDVIG 


HLINOJ{ 40 ONG LV DNIGNGgG aa INA 


(panuyuog) —9g aTaVv 1, 


MEDICAL CARE IN NEW YORK STATE 


178 


va 

etre 

8 

Il 

ee ; 

T 

ae 

¥ 

So 

y 

9 

z 

é 

8 

rae 

peyiod 

-31 
ION 


[eorpeyW 


HINOJT 40 GNGY LV ONIGNGG 


RAHN 


nN 


Saal Rael 


oD 


ae, eri 
, ee eee 
ee eo 
woo+tC~«d 
Se Of eee 
2 ee | See 
See Se 
I Be eae 
Paes (irae 
ae oc 
) en a 
res ea 
| ake eae 
ies ae 
Iv I 
SF 3 
9 sre 
9€ a 
OF I 
8 € 
pezi0d 
[23O.L -al 
JON 


ERYOO QAhr 
ond 


Nn 
Nn 


agINaq 


(penuywog) —9g a1aVI, 


RYO Onhr 
od 


N 
N 


sa0lze A, 
SOSVOSTP [BIIO}IG 1044O. 
SISOLO[DSOLIO}IE [BIGUAL) 
SEsBaSIP OBIPIBH 
SESVASIP IB[NISBA-OIPIVD 


‘suotyeor{duros = vo141393sqo 


SISONDVIG 


queploo’ [eiqeieo IBpNose A. 
SuOT}IPUOD otayeIyOAsd pue [BoIZo[orne yy 


Se eee We i ee ee ee Bee ee Se PY ee ee ee AUBU 


** samnqowly O1FVVUINVLY, 
ssulUOsIOd ‘suolzIpuod oNeUINeIT, 
(penuyjuog) — pez10dexy 


See cee ere Tel ayaa ere eee ae ae a ern. sel eset g,, (Soeeswlahe nia erutelRiswel we lsvalel's aie vrrtstsssssss***“4gBarq a[Burey oy} JO sesvestp exediand-uo 
¢ ‘u19}sAs [ejTUes o[eUIey By} JO sesvosIp [viodiend-uou 19430 [TY 
«area ener ie: ale. 6-magbe sa arml 4:9) Sele 616.6 So wi oe hie wie ele ese ee ee Ol ere, STPIUIDVA ‘STUIAINA 
Re (anya nae sgh nape 919003840 ‘a[900400I ‘snze4yNn jo quoureoejdstq 
¢ ro ee et et ee ek tee XTAIO0 pur snieyn jo sosvostqy 
eriheeer ra noone sagas ie érr e+e cetafene = ohrrennt sos SM OO a EERO TEC 
z 
z 
I 
Z 


Me ee a eee ee ee Re ae I ee ee ee ee sIsowty d 
Cr er ae 2 ee en ee wia4sAs yeyTue3 ayeul eq} jo SosvosTp Iaqyo iv 
Pare ie ae ee et Oe Tt a ee 9}81S0 id jo Aydosys0d Ay ustueg 
nee OMT ECE UE Blt OE Mk. u134s As £. reutin one soseesIp I9q30 Iv 
2S ev ee of Ce 6 ee Ms 6 ee.Bb, ete yer eC ee Ee wie eth eF Ele We A(GSE' Ss le P eS 6 rere > 6. We 6 wee, were le u1948As8 ulin oq} ul snpnoyeg 

c °c er ee er ey eurAyoueied Aoupry 9y} jo sesvesiqy 
Zz ice oes ce aeatirs 12 Zz Fe) eee (eee ees! eit Deas ak uloysAs [ezTues8 -O1N 9y} JO sosvastq, 

0 

T 


eee poe =P MOEN CORE EE oe Fa aaa tas heise et ae ie oan saa eIUlaxy 
araiard ie « I vor seerserssssss** A1Ago [RUTUIOPGe 94} JO SUOTIIPUOD 10430 


Pare ett hd eae te pees oe Se agra eho thts Fe ciate a ee eS. © Bib cane Mei Ss see/ Mirra son nese ctapee (mini c/eemisiaytcrie) ena ysraresse es eo oe SE aa DFO EOS IG ET 
7 | idee Me Mae Pers 64 ca RE | SS ARR ae Selig SeTuloy, ‘suolgIpuo0d [BuluIO pgs Iey}O PUe [BIUOFLIeg 


CE PETS M, SERRE: Narcan trams lesrRaNeT cee bene: |p Rs: apm Ir eter ter rere OT aR nce RT JOAT] JO sIsOyUITS 
“gvoroued puv 4081} [VUTIS9zUT-O1}SeF 94} JO ae 194}0 ITV 


I 

Z T qT 

I é 4 

e ae T : fT Poaers yh hee tence these tees eee sense eee was * gproyzsoure Fy 
8 e Tee Bis, ge Zz Zz 0g ee eeee Ta, a ALAR ROL Sige aaa nat Ha ep IPS tee eeee styoipueddy 
i ra ee epee ae ree ¥ tee ee - nae web wie S80 8k: Oe Ce BOY ew Bs80190[N SI}T[O9 ‘Sq1[00 ‘917 L190] U9-O.14884) 

0 9 8 Py ey POR, Ds eee eT A es Pe ss a ea umueponp pus yovur0ys jo 1997. 
BG See (RR ara erie Pee Pe | deer Re (Seu cpes Co tee Mm eee eae ec ener: (Wh cemetrameagh [pen Ea ats €or etre oe gira, xuAieyd pus yynour jo sasvesip 19q30 

- ee i rr sum pus 9909 jo sosvosiqy 

$9 ed eee u1e4sAs 8AIq89 tp 3q} jo Sesvosiq 


Lo 
~t 
N 
100 
ian) 
Om 


Sk ae, Pee ae PRICE ee (RL es a We ee) RR he ee a a a RL a eS suoT}IpuoD Tene, 


ee 12] Se eee Genrer ariee 7 ete) Ween sesee (erecta wae Z sores [og Steet tees eee ee eeeeeeeceeeeeecrececee ss -BUITTSe [BIUOIG 
Se clk care am (eee reneee | eeeeee | ceeeee | weeeee | Peeeee [cee ete | Peeene Pocee tree eect e ee ee est eceteesceceeese ss sgmugmOIg OIUOIGD 
seer eee | te eres er ee et see eee see eee sete ee yh Re Pat ee see PERG VRSGEVE IGANG SRE SESS Ss era UOTE tO NMOL Ton ey 
ot Ak ke) i ie ey Me fe Pe ft 8 ace) © 6 Wis 6; Gee eS ete ey) BLE eee NO ew By Roe BS 8-688 © peygtedsun ‘etuouInsu 
ROA, NC SER a AEE MOD SHG ty RRNA ah Tuournoud- Ieqo'T 
Z 6% Cee Ne we oo 8S © 680, 6.66 we We Se be ee, 8 ‘Tuourneud-oyouo. Ig 
Ae ER BORE are qovi, Ar0zv1tdse1 1eddn ayy jo Soseostp 19430 [TV 
= Rio's ap Zz eee eee ee teen eee te eee ee eee eee Dees eee ols -gmignUig 
8 
8 
4 


€ 
€ 
se eeee Zz eee ee see eeecne sees se eeee teresesessss-gopiq £107BITdSAI IBMOT 9Y} JO SASBOSIP 19430 [TV 
€ 
z 


Eg) YR Ge comer Se tog ne ptouaeps ‘Tisuo} jo AydosjysedAy yeuotoojuy 
ee u103s AS Aroysitdser aud jo sasvosiq 


cal 
OdeAWATEH 


t4 
oD 

oom 
on 


Ss | Bes S| ee. orem gin] a sO ion. “Ewe te sects ssuraysAs o1yeydurAT 94} JO Sesvestp 10490 [TV 

Ye el ee ee ey Pe eee ee eee ee ae! oe Se ee sopou-qdurAy jo sso0sqB ‘gr tuepey duns] aynoy 

oh Ts Bienpote te 3b ee Zz reves Log Freese eeeeeeeeeeteeetess ss orgrag ay} JO SOsBAsIP 10490 TTY 
9 


~~ 


- 
N 
mtr OD HN 


ree pet ce ree Bee ie oe es es ee ee ee ee ee eo oe a a ermeue snowru1ed 
eee eee 9 Fase streeeeeeseececeseeee + sgaggastp oeydursy ‘orueyds ‘ poo[g 


MEDICAL CARE IN WELFARE DISTRICTS 


I vhs ws Been Texte ars g Seen veneer 


*ATUO sisoyzsoid paimnbes Z 3Nq [[V 1 


MEDICAL CARE IN NEW YORK STATE 
~~ 


ete Spo one ¢ Pees aoe veveee [aeeeee Jog é Takai etel wide erleiss ose See eNeaN Saree ee nae ye iced omni “ TITION 
ieee ele 8z oreo Setonit eae LI ¢ fe Sia aENOete ehecnwe ea eke suOT}IpuoD pesouseIpuy 
mee eae . ee eee Cc I 9 z see eee OL see eee ZL SSNPS SSR RI GESIAR I ne (eet © PB ee Oe ences eae eae i a aa 
$ : ++ | 6 2 1g Z Sbac 1% 6 sete tettsrssesseesssss-ponisseps exayMesya Jou SUONIPUOD 
. . see . . o* T eee ee I *-9COT@- 8 ee) Tre tee ee . Was ae 6.  ae-p) * 608 ee Be 6.8 re ®..6 6.90 sees wo}84s [2}9]24s-O[nosnur aq} jo suol}Ipuoo 12’ 30 lv 
oa a Sie Ceres > ees Seco eters fag" Boraeeae Q rect t ttt ettete tenet eects WOT9e1J09 10 yayap o1padoywC 
eee . . . Siaesie wn (Epic erers » Br memes 68 Bo a we eee OR: gle 8 0.9.0 ame, 6.0 Bl que b-o16 0) 2 pe) o.0. 0 ee u1e4sAs [29] 4s-0[nosnur au jo suoloojur 20 
sn mate 9 reseee lg reseee Pvseeee Log oe i Peete eee ee scene eerenreererscrecssrrers + «GING AMIOSISO 
aa ps |! oT eee aE : poe Seta a “**** *quaUlaAOUL JO SUBSIO PUB S9UOg JO Ses¥BasIp 91}BUINI}-UO NV 
: Sean, Seebeireea ees Bega I ee Ricci 2 Age ee eee ee Piha aeRO ations eer *  ULys Jo sasvasrp J8y}0 [TV 
: eae ee ie Pacis Be eee oe oe ee Ge Zo tt ttt etree eees -* +“ ULys Jo SUOTRISazUT pu sUOTeZUT JOyIO 
ean Se po | porate rs Gee Sect Oreo |=) sekgeae So sot, 2 “qeorn [etogsedns ‘STyTTOTEO ‘snjnounqi¥o ‘siso[nouniny ‘spounin gy 
rea Boe Boe Pee Il I oe ee Eire OL ttre tte 2 ese eee “aNSSI} FBINI[a0 ‘UTS JO sesvastq 
(papnpau0g) — peys0dey 
ayaod |_, 2280 area aqnod fee area 
P yo yeyidsoy ead oe 0, 4 oat [ezidsoy jeqid cen [210,L 
ON ‘ pas -s0H] TeoIpayy ON Peas -80 [BoIpeywy 
asia ie SISONDVIG 
HLINOJT 40 GN LV ONIGNGG aqgInaq 


(papnjou0g) — 9g aTaV I, 


180 


MEDICAL CARE IN WELFARE DISTRICTS 181 


TABLE 37 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


APPLICATIONS FOR MEDICAL OR HOSPITAL CARE OF PERSONS WITH 
NON-RELIEF STATUS, CLASSIFIED BY DISPOSITION AND PERSON 
RESPONSIBLE FOR CONSIDERATION OF APPLICATION 


PENDING AT 
ToTaL APPROVED DENIED 

PERSON RESPONSIBLE Enp or Monta 
rer APPLICATION ee ss hee ei ca 
— Percent i Percent — Percent — Percent 

Mobster ater ae eo. BOS A eS a Je 0 2 ie Re BADE ves 3 GOT. |f eee 
Notreportede 3) cc03) ecke c. os: BSha bes ss Ghat Xsan 26 een IA Gar ee 
Hetiorted este . esate 2,712 100.0 1,624 100.0 486 100.0 602 100.0 
irector of hospital department.. 36 AB she ie taace ssa |e Tetons cei hx ke dL Gee te E 36 6.0 
Director of hospital investigations 23 0.9 18 1.1 5 1 Ta at erro ete iB ei 
Medical case work supervisor... . 76 2.8 41 2.5 23 4.7 12 2.0 
Chief medical worker........... 86 3.2 79 4.9 1 0.2 6 1.0 
Hospital social worker.......... 96 3.5 60 3.7 16 3.3 20 3.3 
Medical social worker.......... 128 4.7 49 3.0 26 5.4 53 8.8 
Hospitalization clerk........... 1 1 1 MARC Fete eh oom Car ape Y Se a oe 
COR GipkEeS eae ee oe wae 22 0.8 19 1.2 2 0.4 1 0.2 
Out-patient clinic.............. 1 1 OD lainreteche TY SSO as ey. Shea FS 
Healtionurensc: nc. 325. 32 1.2 32 BiOn ha Pie mee OLS ae belie eg 8. 
HehOOl NUTEO. 6 ois acces be oe vo 6 0.2 6 hae ates ie Wiest cate Weve colt vad ee 
Registered nurse............... 78 2.9 78 Re eters ones cs So Mecaae eee eS 
Clinie registwaris }: 25. 620.5 3.4 a 0.3 7 es hil hse, acres takers ioe seienactens 
Comminione? oo) fated ot 124 4.6 106 6.5 7 1.4 11 1.8 
Deputy Commissioner.......... 73 2.7 56 3.4 13 2.7 4 0.7 
Public welfare officer........... 262 9.7 242 14.9 9 1.9 11 1.8 
Welfare collector............... 45 1.7 14 0.9 10 2:1 21 3.5 
Bureau of investigation......... 51 1.9 24 leh 3 0.6 24 4.0 
Executive director. .... ; 30 1 Le 13 0.8 4 0.8 13 2.2 
Administrative officer . 31 a 31 pre ar BS aa a ee ee ee | ea oe 
Case supervisor........ 73 2.7 49 3.0 4 1.4 17 2.8 
Assistant case supervisor 20 0.7 8 0.5 7 1.4 5 0.8 
Intake supervisor. .. ' 27 1.0 17 1.0 10 A Ol te a ieee es 
Case worker....... “i bese 43.7 571 $5.2 297 61.1 317 52.6 
Intake worker... : 168 6.2 73 4.5 45 9.3 50 8.3 
Intake secretary . : 9 0.3 9 (Gh ot | SOMERS] (Se NaN Herein) (Uae rites 
Information clerk.............. 22 0.8 20 1.2 1 0.2 1 0.2 


1 Less than one-tenth of one percent. 
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TABLE 38 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


PERSONS WITH RELIEF STATUS AUTHORIZED TO RECEIVE 
MEDICAL OR HOSPITAL CARE, CLASSIFIED BY AGE AND SEX? 


Toran MALE FEMALE 
AGE 

Num- Per- Num- Per- Num- Per- 

ber cent ber cent ber cent 
doy DREN os SAS: AG Uz Raat: henna! 238,494 100.0 | 17,503 100.0 | 20,991 100.0 
Under Diyear die asses os teas 830 251 436 2:5 394 1.9 
1 year and under 2 years........... 734 1.9 379 2.2 355 Met 
2 years and under = 5...) ae. hee 1,577 4.1 833 4.8 744 3.6 
5 years and under 10): i453 oc dees on 2,686 7.0 1,381 7.9 1,305 6.2 
10 years and under 15........... 4 «jie? [2agoe wel 1,287 7.3 1,445 6.9 
15 years and under 20............... 2,156 5.6 939 5.4 1,217 5.8 
20 years and under 25. 2.4... ek oes 1,530 4.0 539 3.1 991 4.7 
25 years and under 35............... 3,620 9.4 1,305 7.4 2 ah Le 11.0 
35 years and under 45... .......0000. 4,498 1 7 1,821 10.4 2,677 12.8 
45:-years and under 65. 0. 4225. dag es 4,610 12.0 2,242 12.8 2,368 11.3 
55 years and under 65............... 3,708 9.6 1,839 10.5 1,869 8.9 
65 years and Overs. 7.. ch. . Ws aise apes = 9,813 25.5 4,502 2557 5,311 25.3 


1 Based on reports of 75 districts. 
2 Excludes 2,178 persons for whom data were not available. 


TABLE 39 
New York State (Exclusive of New York City) 
Study of Medical Care in Welfare Districts, November, 1939 


AUTHORIZATIONS AND PERSONS WITH RELIEF STATUS AUTHORIZED 
TO RECEIVE MEDICAL OR HOSPITAL CARE, CLASSIFIED BY TYPE OF 
CARE AUTHORIZED ! 


AUTHORIZATIONS PERSONS 
TYPE OF CARE 


Number Percent Number Percent 


SOMELG Scie lath aS ike oahers OG cleke a atelary Ace's SANs 65, 290ijored wie? 40,6720), ceed Jo. 
Nob POpORGe de ti oe ee, Sr Rat Okita DeLee ce sccieaus OR aaa 
BRB ORUCUL Ge vce dio d con eis tem ca tone aie ant ana 64,909 100.0 240,581 2100.0 

Moacical: Gare colsscisie clei s ais alec Sie aaa eae eg 261,374 294.6 237,215 291.7 
Physician........ sachs Seeley 27 ,521 42.3 220,182 249.7 
General practitioner....... 225,130 238.7 218,295 245.1 
Lis PN ape <i 10,488 16.2 view ais) 19.0 
Home pA nee RM ak By 14,646 22.6 10,701 26.4 
Specislishy 3 oi 3 Gees cashes 1,200 1.8 982 2.4 
HOR cahchu ark ene ece deere we taleusen adhe a ues t sate ReeReRS 1,018 1.5 948 2.3 

RG 2: adeno a eee Bie desl ieee 182 0.3 34 0.1 
ObstetriGnl care 5s cd cae hats ele ae 496 0.8 465 pI 
pT Ess Me sy tema 2 oF 164 0.3 164 0.4 
Hospital....... Cee reeiaat fait aol Sayete ese 332 0.5 301 0.7 
Other special services by physician........ 695 1.0 596 13 
Derital ores soi. oss state Sete eaie ee ee ays 22,601 24.0 22,247 25.5 
MXtRAGHIGNB (50. Svs Ra Wine Sateen aerate cea 1,498 ie 1,272 res | 
Other Eos gina ssw ba inva Selatpy bre a/fo Jone ere MceAtSeiays Ca ard 1,183 1.8 1,062 2.6 
INUPSINg GARG 2. icsnlea sean eae ee 1,044 1.6 728 1.8 
Registaredl Nurs <6) 0:04), cae ea nt cctane we eae 753 1.2 467 1.2 
Niirse ‘housekeepers oci2 565558005 cae pee ess 291 0.4 261 0.6 

BD yh SHER HIS aman Nel fecaar genet (PG (MME, Besa 17 ,276 26.6 11,578 28.5 

APDIHANCES S| 6 o0 is). aici Bh weld Cameo ah aes 2,879 4.4 2,723 ey g 

URI OBTO Fes ik ss bie i Ve onsen eee eke eet eee 9,849 15.2 6,353 15.7 

thor 7 MeN as con vakarentacgi ale ate waees eee cae ena 396 0.6 467 £2 

Hospital care (other than obstetrical care)..... 3,600 5.4 3,399 8.4 


1 Based on reports of 75 districts. 


2 This total does not equal the sum of the individual items since some persons were authorized 
to receive more than one type of care. 


Chapter [A 


PHYSICAL CONDITION OF PERSONS ADMITTED TO 
COUNTY HOMES 


Method of Study and Summary 


This report is based on a study made of the first admission forms 
(PH 1) submitted to the State Department of Social Welfare by 
62 city and county homes for the year ending December 31, 1938. 

Form PH 1* is divided into three sections. The first section con- 
sists of general information, such as name, date of admission, record 
number, last residence, age, sex, color, religion, birthplace, length 
of time in the United States, New York State and county, civil 
status, education, occupation and birthplace of parents. The 
second section contains a record of information relative to the physi- 
cal examination’ given the inmate upon admission and consists of 
diagnosis, appraisal of ability to work, and reason for admission. 
Section 3 consists of previous care (if any) given inmate in either 
public home or other public or private institution. 

There were 13,570 residents in public homes for the year end- 
ing December 31, 1938, of which 6,007 were first admissions, indi- 
eating a turnover in public home population of 44.3 percent. The 
total number of admissions for year was 10,511 persons. The dif- 
ference between the total number of admissions for the year and 
the number of first admissions, namely 4,504, represents re-admitted 
eases. There was a total of 4,276 male and 1,731 female first admis- 
sions, an approximate ratio of three males to one female. 

Of the 6,007 cases reviewed 5,982 indicated a reason for admis- 
sion. The most common reason for admission was age or chronic 
disability. This category represented 3,151 cases, or 52.7 percent of 
the total number of cases reported. Next in size was the group 
requiring temporary medical care. This group consisted of 1,772 
eases, or 29.6 per cent of the number of cases reported. The 
remaining group of 1,059 cases, or 17.7 percent were cases using 
the public homes as temporary shelters pending the securing of 
employment. It is interesting to note that of the total number 
of cases reporting reasons for admission 4,923, or 82.3 percent, 
were admitted for either age or medical attention, while only 17.7 
percent were not in need of medical care. Another interesting 
fact is that New York City with population of 55.1 percent* of 
the total population for the State had only 755, or 12.6 percent, 
first admissions, whereas the upstate area with 44.9 percent® of 
the population had 5,252, or 87.4 percent of the total number of 
first admissions. One conclusion which may be deduced from this 


1 See Appendix D, page 449. 
2Public Welfare Law, Article 11, § 94. 
8 Federal Census of 1930. 
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fact is that New York City, because of its adequate hospital and 
clinic facilities, is hesitant in sending cases needing medical 
attention to public homes, whereas upstate counties not having 
the elaborate medical facilities available in New York City are more 
willing to send cases requiring medical attention to public homes 
because of the expense involved in hospital care. See Table 40. 

There were 4,666 diagnoses submitted for 3,350 first admissions, 
indicating that in many cases multiple diagnoses were given. Thus 
we find that 55.8 percent of all first admissions had some form 
of medical disorder, some cases having as many as three ailments. 
The most prevalent medical disorder was found in the ecardio- 
vascular disease group. This group consisted of 1,902 diagnoses, 
or 56.8 percent of the total number of diagnoses submitted. Other 
diagnostic groups appearing next in order of frequency are 
neurological and psychiatric conditions, 13.9 percent; traumatic 
conditions, poisonings, 12.3 percent; rheumatic diseases, disorders 
of metabolism and endocrine glands, vitamin deficiencies, 8.1 
percent; etc. An observation worthy of comment is that 99 con- 
finement cases, or 1.6 percent of the total number of first admis- 
sions, were admitted to public homes for delivery during the year of 
1938. See Table 41. 


TaBLe 41 
New York State 


PERSONS ADMITTED FOR THE FIRST TIME TO PUBLIC HOMES IN THE 
YEAR ENDING DECEMBER 31. 1938, CLASSIFIED BY DIAGNOSTIC 
GROUP AND BY SEX 


DIAGNOSTIC GROUP Total | Percent | Male | Percent | Female | Percent 
Us ASR ct sterner cut ase sata: wid aie at/Rapac avai hatal oid! wages Mt 13,350 100.0 | 12,385 100.0 965 100.0 
Miiperoumincdned: 250 Fe oo dts lanes scene. Me 135 4.0 112 4.7 23 2.4 
IRATE SE 2 SoA SDE Re Pie oT Nene? #7 COUR Re nay a 97 2.9 59 2.5 38 3.9 
Rheumatic diseases, disorders of metabolism and 
endocrine glands, vitamin deficiencies.............. 272 8.1 170 Fd 102 10.6 
Traumatic conditions, poisonings................2.5- 413 12.3 304 12.7 109 11.3 
Baty cn) Ce ee 2 alee ad Go OS GR Pe ae aa eee ee 99 SB Ope eat Bok 99 10.3 
Neurological and psychiatric conditions.............. 467 13.9 318 13.3 149 15.4 
Diseases of the'eye'and ear’. .....0..50...0 500008: 255 7.6 169 ee 86 8.9 
Cardio-vascular diseases sce ei. eccidie os tiene ve ceacunes 1,902 56.8 1,403 58.8 499 SL 
Blood, splenic, lymphatic diseases................... 37 ile 19 0.8 18 1.9 
Diseases of the respiratory system.................. 199 5.9 175 Zhe: 24 2.5 
Diseases of the digestive system.................... 137 4.1 111 4.7 26 2.7 
Peritoneal and other abdominal conditions, hernias... . 269 8.0 256 10.7 13 ie: 
Diseases of the uro-genital system.................4- 94 2.8 58 2.4 36 3.7 
Diseases of the skin, cellular tissue...............-.. 175 5.2 118 4.9 57 5.9 
Non-traumatic diseases of bones and organs of move- 
WNGMB Ie eee ee ae kd ec habe eRe aalaaus 115 8.7 95 4.0 20 2.1 


1 This total does not equal the sum of the individual groups since multiple diagnoses were reported 
for some persons. 


Chapter II 


MEDICAL CARE PROGRAMS OPERATED BY DEPART- 
MENTS OF PUBLIC WELFARE 


New York State (Exclusive of New York City) 


The increasing demand for medical care for those unable to 
provide it for themselves requires careful consideration of the exist- 
ing public programs for distribution of medical care. Provision 
of medical care for the needy has been traditionally an expression 
of neighborly helpfulness. As a larger proportion of people in 
the community have become unable to provide care for themselves, 
organized medical charities, both public and private, have supple- 
mented the assistance given by the individual. 

In New York State, public responsibility for medical care of 
the needy is carried partly by local welfare departments as an 
integral part of the relief program, partly by health departments 
and partly by hospitals maintained at public expense. In New 
York City, the major part of the medical care program is carried 
by the Hospital Department which operates an extensive system 
of city hospitals and clinics, with the Welfare Department respon- 
sible for medical care in the home for persons to whom it is grant- 
ing relief. In the territory outside of New York City, responsi- 
bility usually rests on the local welfare departments though in a 
few cities, the health department provides physician’s services in 
the home and in some clinics. 

In order to understand the organization of the welfare medical 
care programs, it is necessary to review the local relief administra- 
tive structure. Under State statutes, relief is now administered 
and financed by three units of local government—the town, the 
city and the county. The State has power of supervision over 
all forms of relief administered by local agencies and reimburses 
the localities for part of the cost of several forms of relief. The 
Federal Government provides, through the use of Social Security 
funds, a part of the cost of old age assistance, aid to dependent 
children and aid to the blind. 

While there has been no decrease in the legal responsibility of 
the localities for the administration of relief through various local 
agencies, the system of State aid for relief has given the State 
definite responsibilities for determining the quality and methods 
of local administration, particularly of those types of relief to 
which the State contributes. 

The Public Welfare Law of 1929 under which the State now 
operates, changed the whole concept of public relief and care. 
Whereas the Poor Law had emphasized almshouse care as the basic 
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form of relief, the Public Welfare Law made home relief the funda- 
mental method, with other types of care authorized when needed. 
It also established public responsibility for provision of medical 
eare for ‘‘persons otherwise able to maintain themselves who are 
unable to secure necessary medical care’’, i.e. the so-called ‘‘medi- 
eally indigent.’’ 

For the purpose of local administration of public relief, the 
State is divided into 57 county public welfare districts and six 
city public welfare districts which have the same powers as a 
county district. The administrative head of each public welfare 
district is known as the commissioner of public welfare. Forty-six 
cities which form part of a county public welfare district, appoint 
city public welfare officials, and in each of the 811 towns which 
administer relief, the town board appoints a public welfare officer 
or authorizes the supervisor of the town to act in this capacity. 
In 49 of the 57 county public welfare districts, responsibility for 
the administration and cost of relief is divided between the county 
public welfare district as a whole, and the towns and the city or 
cities located in the district. In the other eight county districts 
town responsibilities have been transferred to the county. 

To provide for the varied requirements of the needy, many types 
of relief are authorized such as home relief, veterans’ relief, old 
age assistance, aid to dependent children, assistance to the blind, 
care of children in institutions and boarding homes, hospital care 
and institutional care for adults in public homes or private 
institutions. 

Medical care is an essential part of each of these types of relief. 
The Public Welfare Law states that ‘‘The public welfare district 
shall be responsible for providing necessary medical care for all 
persons under its care and for such persons otherwise able to 
maintain themselves, who are unable to secure necessary medical 
eare. Such care may be given in dispensaries, hospitals, the 
person’s home or other suitable place.’’ Hospital care may be pro- 
vided in a public hospital or a private hospital inspected and 
certified by the State Board of Social Welfare. Medical care in 
the home is included in the definition of home relief, for which 
State aid of 40 per cent is payable. State reimbursement is pay- 
able only for medical care granted subject to the regulations 
specified in the Medical Manual of the State Department of 
Social Welfare. Hospital care is a local expense, except for State 
reimbursement of 100 per cent for hospital care provided for ‘‘state 
charges’’ and, of 75 per cent for a limited amount of hospital care 
for those receiving old age assistance and aid to the blind. 

Medical relief to the indigent and medically indigent is adminis- 
tered by the 108 local departments of public welfare, of which 57 
are county departments and 51 are city departments. In 811 
towns, the town welfare officers administer, subject to supervision 
by the county commissioners, medical care in the home or at a 
physician’s office for persons residing and having a settlement in 
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their towns. All city departments provide medical care in the 
home and hospitalization for their home relief recipients and medi- 
eally indigent persons and in six city public welfare districts also 
for old age assistance recipients. A few cities are responsible for 
all forms of relief and therefore for medical and hospital care 
for all persons residing in their territory. The county department 
administers all forms of relief, which are not provided by the cities 
and towns in its public welfare district, including hospital care for 
town residents. 

As medical care is provided for recipients of each form of relief 
and responsibility for administration of the various forms of relief 
is divided between three units of government, the system for 
administration of medical care is very complex. In some cities, 
for example, medical relief is provided by the city department of 
public welfare, by the county department of public welfare and 
by the county board of child welfare, depending upon the form of 
relief which the needy person is receiving or upon his settlement 
status. With such a complicated administrative system, it is in- 
evitable that there should be great variations in policies and pro- 
cedures. Medical care is usually easily available to persons re- 
ceiving other forms of relief. The greatest variation appears in 
the granting of medical care for the medically indigent. Some 
departments have adopted relatively liberal policies in respect 
to the granting of medical care, and particularly hospital care to 
needy persons who are not receiving relief. In other localities 
the economic standards applied to determine eligibility for medical 
care at public expense are so low that persons above the destitution 
level are able to secure medical care only in cases of prolonged 
and expensive illness. Generally speaking the welfare departments 
receive relatively few requests for physicians’ services from per- 
sons not on relief. The present public welfare medical program, 
insofar as medically indigent cases are concerned, operates far 
more effectively for provision of hospital care than for provision 
of medical services which might prevent serious illness requiring 
hospitalization. 

In administering public medical care, the welfare official who is 
not himself trained in medicine, must make use of the medical 
resources which he finds in his community. He uses the services 
of physicians, dentists, nurses, pharmacists and related personnel, 
hospitals, nursing homes, clinics and laboratories. He must pro- 
vide for the distribution of drugs, medical supplies and prosthetic 
appliances. A variety of methods are used by welfare departments 
to secure and pay for medical services. To provide the services 
of a physician, one or more of the following methods are commonly 
used : 


_1. Employment of physicians on a fee-for-service basis, either 
giving the patient free choice of physician or limiting the choice 
to a selected panel of physicians. 


2, Use of public or private clinics, 
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3. Employment of staff physicians to treat patients in their 
offices and in the patient’s home with specialists on a fee-for-service 
basis. 


- 4, Employment by the public welfare department of staff 
physicians to treat patients in the patient’s home, or a clinic main- 
tained by the welfare department. 


5. Use of salaried physicians employed by a city department of 
health for services in the home or in clinics, with or without sup- 
plementation of this service by employment of general physicians 
and specialists on a fee-for-service basis when needed. 


6. By any combination of the above methods. 


It is not unusual for a welfare department to use different 
methods to provide medical service for recipients of relief in the 
different categories. For example, recipients of home relief may 
be treated by staff physicians, while recipients of old age assistance 
and obstetrical or other special cases may be given service on a 
fee basis. It is customary to provide medical care for inmates of 
county homes by salaried physicians, though the county depart- 
ments seldom provide medical care by salaried physicians for any 
other type of relief. 

The method of providing hospital care depends upon the facili- 
ties in each community. A few localities maintain a public hospital 
which provides care for welfare patients. In the absence of a 
public hospital, welfare departments provide care in voluntary 
hospitals through a per diem payment. Welfare departments 
usually have agreements with hospitals as to the per diem rate to 
be paid and the extent to which extras such as fees for the use 
of operating room, anesthesia, drugs, x-rays, laboratory service, ete. 
will be paid. In hospitals having no staff or in proprietary hospi- 
tals the welfare department sometimes pays fees to physicians and 
surgeons attending public welfare patients. 

It has been estimated that the cost of medical care given by the 
local welfare departments (exclusive of New York City) on which 
the State reimbursement was paid for the year ending June 30, 
1939, amounted to approximately $3,000,000. The category of home 
relief accounted for $1,644,403 of this amount. Old age assistance 
recipients accounted for $496,385 for hospital care and $824,039 
for home care. Other relief categories accounted for the balance. 
Public expenditures for general hospital care outside of New York 
City for the calendar year 1939 amounted to $10,336,000. 

The expenditures for home medical care have markedly increased 
during the past decade. Outside of New York City in June 1932 
the expenditures for medical care in the home were $25,000 which 
in 1939 rose to approximately $200,000 as the average monthly 
expenditure. 

There is a great variation in the administrative methods and pro- 
cedures for distribution of medical care to the needy in the public 
welfare departments. Local plans have been markedly expanded 
and new ones are steadily being instituted. In the larger unit 
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there is a trend toward the employment of a physician in the 
capacity of director or consultant in order to secure better 
administrative control and through professional supervision, 
improve the quality of medical care. In the majority of the depart- 
ments, however, there is a distinct lack of centralization and 
responsible administrative direction in the medical program. 

The Commission has reviewed current surveys of local medical 
eare programs of welfare departments made by the professional 
staff of the State Department of Social Welfare, following the 
inventory outline shown in Appendix EH, on page 451. While no 
two programs among those of the 108 districts are entirely identical, 
the following examples will serve to illustrate some of the variations 
in policies and procedures : 


Chautauqua County 


Chautauqua County represents a common type of welfare dis- 
trict medical care program. The medical care program of the 
County Welfare Department excludes the two cities within the 
boundaries of the county, each of which administers its own 
medical care program. 

Medical care for old age assistance and assistance to the blind 
is administered from the County Commissioner’s office by a 
Deputy Commissioner. Because of the centralized control for 
these categories of public assistance, a closely knit medical program 
is possible, but definite policies and procedures have not been 
established. The individual investigators usually plan medical care 
for their clients and authorize medical care without supervision. 
The county department also provides medical care for children in 
boarding homes. The county board of child welfare carries 
responsibility for some medical care for recipients of aid to 
dependent children. : 

Medical care for home relief clients is administered by the 27 
town welfare officers nominally under the supervision of the home 
relief case supervisor in the County Commissioner’s office. The 
county department does not attempt to bring about uniformity in 
the medical care program of the towns. In one town medical 
care is provided by a salaried physician, in all other towns it is 
provided by private physicians on a fee-for-service basis. One 
town, recognizing the value of medical supervision, requests the 
Town Health Officer to review and approve all recommendations 
for hospitalization made by the physicians. In six towns so little 
medical care is provided by the welfare officers that they have not 
thought it worth while to request reimbursement from the State 
Department of Social Welfare. 

It is stated that very little investigation is made of requests for 
medical care, and so far as is known requests are never refused. 
There is a paucity of records regarding both the health condition 
of clients and the medical care provided. Often no welfare author- 
ization is given for medical care at the time the care is given, 
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but retroactive authorization is given after the professional attend- 
ant submits a bill for the services. There is no control of drug 
expenditures. The usual practice has been to authorize drugs after 
the druggist have submitted bills for them. 

The situation in this county reflects its mainly rural character. 
It is reported that a spirit of neighborliness and helpfulness in 
the community is in part responsible for the fact that the welfare 
officers do not need to provide as complete a program (including 
medical care) as is necessary in more densely populated districts. 
Neighbors are accustomed to help in homes where illness occurs. 
When relief families need a physician’s care, the family physician 
frequently provides medical attention without requesting payment. 


Allegany County 


A Department of Public Welfare operated as a county unit 
makes for simplification and unification of both administration and 
services. Full use is made of many of these advantages in Alle- 
gany County where the Welfare Department operates as a county 
unit administering all categories of public assistance. 

In this county when a relief recipient needs medical care he 
calls his family physician. The physician examines the patient, 
provides whatever treatment may be necessary and usually dis- 
penses whatever medicine is needed. If a prescription is needed, 
for either drugs or medical supplies, the physician writes it on the 
spot and gives it to the patient or a member of his family to take 
to the nearest pharmacy where it is filled without delay. If the 
patient needs to go to a hospital or requires laboratory or special- 
ists’ services, the physician takes the necessary specimens and 
makes the arrangements with the laboratory or the hospital for 
examination or treatment. If a home medical aide is required the 
physician’s wishes are respected. 

The patient is not required to apply directly to the Department 
of Public Welfare in the first instance for any of the above pro- 
fessional services or supplies. If the physicians or the hospitals 
wish to be paid from publie funds they telephone or write to the 
nearest district investigator representing the County Department 
of Public Welfare. This investigator who carries, as a rule, a 
ease load consisting of all relief categories in his district, can give 
the physician or the hospital a prompt decision as to the eligibility 
of the patient for treatment at public expense. All the arrange- 
ments for a patient, regardless of the category of the public assist- 
ance for which he or she may or may not be eligible, are the initial 
responsibility of a single investigator on the staff of the county 
department. Hence, social problems existing in the family can 
be met by the investigator with a full awareness of the current 
medical needs existing in that family. 

The general policy of the department is never to refuse a physi- 
cian’s request for authorization of care if the patient is an active 
recipient of any category of public assistance. On the other hand, 
the physician’s request for authorization to care for a patient not 
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receiving public assistance is less frequently granted, particularly 
if the request is for home or office care and does not involve hos- 
pitalization. However, the department has a blanket category 
of ‘‘outdoor relief’’ which is used by the investigators as a device 
for authorizing either hospital care, or other forms of medical 
care on a non-reimbursable basis, without a complete investigation 
or a formal opening of the case for public assistance. 

Unified control, or at least clearance for all professional services 
and supplies, is provided by the requirement that the initial com- 
mitment by the investigator for care or supplies’ for an eligible 
patient be promptly forwarded to the county office for a review 
and final decision by the case supervisor. 

The county medical society has an advisory committee which 
meets periodically with the Commissioner of Public Welfare. As 
a result agreement has been reached regarding a schedule of fees 
for physicians’ services, including surgery, to patients treated in 
their homes, in the physicians’ offices and in the hospitals. There 
appears to be a good working agreement with the three hospitals 
within the county and two more hospitals in a neighboring city. 


City of New Rochelle 


The New Rochelle Department of Public Welfare has a medical 
unit which operates a diagnostic and therapeutic clinic as well as 
a pharmacy in the city welfare office for the distribution of drugs 
more economically purchased in bulk. This unit provides both 
home and ambulatory care. A salaried physician serves as director 
of the medical care program and is responsible for supervision of 
the clinie and of the authorization of hospital care. The medical 
staff of the clinic consists of four to five part-time salaried phy- 
sicians selected on a rotating basis from a panel of local physicians 
in private practice. They serve for a period of three successive 
months. A psychiatrist, gynecologist and cardiologist also serve 
in the clinic on a part-time basis. When needed, other specialists’ 
services are secured on a fee basis or by referral to a clinic. The 
medical unit also arranges for visiting nurse service in the home. 

The local voluntary hospital is utilized for specialists’ services, 
including physiotherapy, in the out-patient department and for 
x-ray and laboratory facilities. Advantage is also taken of other 
organized medical facilities offered by the State, county and city. 
Hospital care is provided in the local voluntary hospital and in 
Grasslands Hospital operated by the County Department of 
Public Welfare. 

Through social service investigation the use of the Welfare 
Department’s medical services is restricted to those receiving other 
forms of relief and persons whose resources do not permit them 
to secure medical care. The integration of the medical and social 
history of each individual leads to intelligent and effective case 
work and also allows for ready evaluation of the entire program 
from the viewpoint of community service and economy. 
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City of Rochester 


In the city of Rochester for many years the Department of 
Health has been responsible for giving medical care in the home. 
The responsibility for the medical program for which the city 
pays is thus divided between the Health and the Welfare Depart- 
ments. Persons living in Rochester who receive the form of relief 
administered by the county receive medical care from still other 
agencies. The complexity of the situation can be seen by the fol- 
lowing outline of the number of administrative agencies through 
which persons living in Rochester receive medical care at public 
expense : 

1. The Medical Service Division of the City Welfare Depart- 
ment, under the direction of a part-time physician. This division 
authorizes acceptance of patients as public charges in hospitals, 
reimburses the voluntary hospital clinies for services rendered to 
home relief recipients and authorizes expenditures for drugs, 
medical appliances, ete. 

2. The City Health Bureau, under the direction of the city 
health officer. Twenty part-time salaried physicians are employed 
to give medical care in the home to recipients of home relief, and 
certain other needy sick. The Health Bureau provides home nurs- 
ing services and cooperates in referral to diagnostic and therapeutic 
clinics for all groups of the medically needy. The Rochester City 
Municipal Hospital is operated under the fiscal supervision of the 
Health Bureau. 

3. Child Placement Medical Service of the County Department 
of Welfare. This division of the county department operates a 
clinic under the direction of a part-time pediatrician, paid from 
private funds. Two other part-time salaried physicians provide 
home and clinic care and specialists’ services are provided through 
the out-patient departments of voluntary hospitals. One part-time 
dentist is employed and additional physician services are paid on 
a fee basis when needed. 


4. Old Age Assistance and Aid to the Blind Division of the 
County Department of Public Welfare. General physicians and 
specialists paid on a fee-for-service free-choice basis provides medi- 
cal care in the home or office for old age assistance and blind assist- 
ance cases living in Rochester. The voluntary hospital clinics, 
however, provide care free of charge for these county cases, though 
the City of Rochester pays for clinic service provided for home 
relief cases. 

5. Home relief non-settled and State-charge cases residing in the 
city are cared for by five salaried part-time physicians paid by the 
County Department of Public Welfare. 

6. County Board of Child Welfare. Home medical care for 
recipients of aid to dependent children residing in Rochester is 
provided by the salaried physicians employed by the City Health 
Department; ambulatory care is provided free of charge through 
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the out-patient departments of the voluntary hospitals; and, hospi- 
tal eare is provided either through the municipal hospital under 
the City Health Department or upon certification of the City Wel- 
fare Department in voluntary hospitals. Part-time salaried pedi- 
atricians of the Health Bureau also give medical service in the home 
and at health clinies for this group. 


7. A municipal ambulance service is operated by the Department 
of Safety and grants for ambulance service are made also to volun- 
tary hospitals by the Department of Welfare. 

8. Visiting nursing service on a fee-per-visit basis is paid for 
only for recipients of old age assistance—recipients of aid to 
dependent children, assistance to the blind and non-settled home 
relief cases get this service free of charge. 


The complex situation in Rochester shows dispersion of admin- 
istrative responsibility for the provision of public medical care for 
the residents of Rochester which results from the division of 
responsibility for administration of public assistance between the 
city of Rochester and two county agencies—the County Depart- 
ment of Public Welfare and the County Board of Child Welfare, 
and the division of responsibility between the Health Department 
and the Welfare Department in Rochester. 


Summary 


The following summary of findings is based on a review of public 
medical care programs administered by local welfare departments. 

Although in all of the welfare districts under study there 
existed organized administrative programs for the distribution of 
medical care to public relief recipients, in many instances the lack 
of understanding of the relationship between medical and social 
problems prevented effective use of all the existing facilities. 

In some of the districts studied the social service and the medical 
care programs functioned independently of one another. In many 
instances personnel of the local social service division were unfa- 
miliar with the medical problems of their clients and the local 
medical care facilities. The social case records rarely included data 
on health problems or medical services. Social planning was 
deficient in respect to medical social case work designed to effect 
social and medical rehabilitation. 

The programs studied showed a lack of centralization or respon- 
sible administrative direction. In most instances the local distri- 
bution of medical care to the several relief categories had separate 
and uncoordinated administrative mechanisms. Many methods of 
authorizing medical care were in force. In some instances the 
authorization was practically automatic where as in others the 
use of medical facilities was frequently discouraged in order to 
reduce tax expenditures. When a lay welfare officer did attempt 
to differentiate between applicants on the basis of medical need 
he either acted on the basis of his inadequate grasp of medical 
problems or he found it necessary to seek the advice of a physician. 
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Study of medical care plans in operation gave clear evidence of 
the need for medical direction and supervision. For the sake of 
efficiency and economy professional medical judgment should be 
brought to bear on the problems of providing appropriate pre- 
ventive and curative medical care for the needy. 

It was found that welfare officers were usually aware of the 
total costs of their medical care programs but did not have readily 
available data on costs for various items, individual clients or 
types of illness. Such data are essential in future planning and 
administration of public medical care programs. 

Another weakness of the present program is the lack of coordi- 
nation of the various medical and public health programs, public 
and private. While the welfare departments necessarily have 
developed working relationships with the voluntary hospitals, it 
was frequently found that there was little relationship between 
the welfare department and the health department. Further inte- 
eration of the welfare medical program and the public health 
program is essential to secure maximum results from present public 
expenditures in these fields. 

Under the present public medical care program, medical care 
is as a rule available to persons receiving relief. The scope of the 
Commission’s study does not permit any evaluation as to the ade- 
quacy of this medical care from the point of quality. The situation 
in regard to medical care for the medically indigent group not on 
relief is far from satisfactory. A considerable amount of hospital 
care is provided though the extent to which the public welfare 
authorities have accepted responsibility for payment of hospital 
care for this group varies greatly. Relatively little home medical 
care is provided for this group by the welfare departments. 

In contrast to this, in New York City, the requirement of the 
Public Welfare Law in relation to the provision of all types of 
medical care for the non-relief case is ignored. The New York 
City Department of Public Welfare provides medical care in the 
patient’s home only for persons to whom it grants relief, and there 
is no publie provision whatsoever for this type of care for persons 
not on relief. The medically indigent group in New York City 
have available extensive public and private clinic services, but if 
they are unable to pay for the services of a physician in their home 
they must depend upon the charity of a private physician or call 
an ambulance from one of the hospitals. 

While the welfare departments in the rest of the State recognize 
their responsibility under the Public Welfare Law for provision 
of home medical care as well as hospital care for persons not receiv- 
ing relief, the fact remains that relatively little home medical care 
service is provided for this group by the welfare departments. 
The Commission’s study of medical care received by ward patients 
prior to admission to the hospital indicates that the medical needs 
of this group are not being well met and that serious consideration 
should be given in order to make more readily available home 
medical care for the medically indigent not on relief, 
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Further study is obviously needed of the policies and practices 
of the welfare departments in administration of the medical pro- 
eram for persons not on relief. The great variation in the eco- 
nomic standards used to determine eligibility, both for home medi- 
eal care and hospital care, must be corrected and ambulatory care 
must be made more readily available, if the present public medical 
care program is to operate effectively in meeting the medical needs 
of this large group of the population. 


Recommendations 


Leaders in both the health and welfare fields have recognized 
the need for integration of health and welfare efforts. The follow- 
ing clear statement by Paul V. McNutt, Federal Security Adminis- 
trator, expresses this viewpoint: 


‘‘In planning for health security, we must build on which we 
have, utilizing all existing facilities capable of rendering effective 
medical and health service. Sound planning and good administra- 
tion are basic to any aspect of the welfare program. Without 
these, effective service is impossible. Along the road ahead where 
public-welfare agencies and public-health departments must meet 
in a coordinated approach to the expansion of public services in a 
community, it is especially necessary that no superfluous adminis- 
trative machinery be set up.’’ 


The following policies and procedures are recommended by the 
Commission as basic to efficient operation of public medical care 
programs by local welfare departments: 

1. Greater centralization and integration of the administration 
of medical care to all categories of relief. 


2. Professional medical direction of the medical program in order 
that medical judgment may be brought to bear on the problems of 
providing appropriate preventive and curative care for relief 
recipients and the medically needy and of keeping expenditures 
at the lowest cost consistent with quality and efficiency. 

3. Effective working agreements between the welfare depart- 
ments, medical care and public health agencies in the community 
in order to effect a full utilization of existing facilities and elimi- 
nation of expensive duplication. 

4. Better coordination of medical care and social service func- 
tions in the welfare departments, to insure the complete individu- 
alization of each patient’s medical rehabilitation within the limita- 
tions of his disease or infirmity. 

5. Accurate recording of data concerning not only the total cost 
of the medical care program but also the costs for various items, 
individual clients and types of illness. 


6. Adoption of policies which would make more fully effective 
the provisions of the Public Welfare Law in relation to the pro- 
vision of medical and hospital care to those otherwise able to main- 
tain themselves who are unable to secure necessary medical care. 
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If medical care of good quality is to be made available at public 
expense for persons not able to provide such care for themselves, 
the advice of a duly licensed physician is essential in the determi- 
nation as to the medical care necessary. This fact became so obvious 
during the course of the deliberations of the Commission with other 
interested agencies that a bill was introduced in the legislature at 
the request of the Commission, to incorporate this concept into 
Sections 83 and 85 of the Public Welfare Law. This bill, with the 
signature of the governor, became Chapter 682 of the Laws of 1940, 
effective April 21, 1940. For full text of this act see Appendix F, 
on page 455. 


Chapter III 
PATIENTS DISCHARGED FROM HOSPITAL WARDS, 1939 


This study is based on an analysis of the hospital and welfare 
records of 2,099 patients discharged from the wards of 11 repre- 
sentative hospitals in New York State, exclusive of New York City, 
during 1939, together with an analysis of the interviews obtained 
through personal visits to 771 of these patients. 


Introduction 


The Commission in its preliminary report to the Legislature 
submitted May 15, 1939, included the following among its recom- 
mendations for further study: 

‘‘Study of the need for diagnostic laboratory, and consultant 
and specialist services, as well as a modern clinical, diagnostic and 
therapeutic armamentarium available to all physicians, through 
public facility, if necessary. In meeting this need, consideration 
should be given to the full utilization of existing approved general 
hospitals.’’! 


A study along these lines should take into account, not only the 
quantity of medical care, but also its quality. This study was 
planned to obtain an insight into problems of medical care in 
communities of various types served by a variety of general hos- 
pitals. It was hoped that the data from such a study would aid 
in planning a long range health program. 

It was decided to select for study a group of persons known to 
have been seriously ill. Histories of serious illness should shed 
light on the factors involved in securing medical aid. Both medi- 
eal and economic data were studied to determine the type and 
effectiveness of the medical care provided. Correlations between 
data of these two types for a significant number of cases was ex- 
pected to throw new light on problems involved in the adequate 
distribution of medical services. 

To study the course and effect of severe illnesses, records of indi- 
viduals with a recent illness experience in a hospital were used. 
Specific diagnoses are usually recorded for persons who have been 
hospitalized. By going to the records of patients already discharged 
from the hospitals the progress of disease at a certain point has 
been evaluated by persons competent to make medical judgments. 
Material dealing with catastrophic experience in the medical and 
economic history of the individual can best be found in a hospital, 
since ordinarily only the severe case of illness reaches the hospital. 


1 Preliminary Report of the New York State Temporary Legislative Com- 
mission to Formulate a Long Range State Health Program, Legislative Docu- 
ment (1939) No. 97, page 7. 
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This is true not only from the point of view of the patient and his 
family but also from that of the physician and public agencies. 

There is a group of persons in every community who cannot 
bear the extra burden of severe illness. ‘These people are other- 
wise able to maintain themselves but cannot pay for necessary 
medical care. Persons already receiving other forms of relief are 
of course even more dependent on public funds when illness strikes. 
It was decided to study patients discharged from hospital wards, 
since these two groups make up a large proportion of the admis- 
sions. For ward patients the continuity of disease history, the 
medical care provided and the ways of meeting the hospital and 
medical bills are matters of record. The fact that an individual 
has had a hospital experience provides a focus in his medical 
history from which it is possible to trace factors relating to the 
availability and adequacy of the medical service he gets together 
with the economic problems involved. 

To obtain a fair sample studies were made of records of ward 
patients in different types of hospitals serving rural, suburban and 
urban communities. 

Hospital staff organization and the accessibility of hospital 
facilities, including diagnostic and curative services, is reflected in 
the activities of each medical practitioner in the hospital area, and 
may greatly influence the type of medical care which each individ- 
ual patient receives. 

Another consideration in the choice of communities for study was 
the degree of community organization to meet health and welfare 
needs. Some of the communities in which the hospitals studied 
were located had full-time health officers and health departments, 
while others were served only by local part-time health officers. 
Some of the areas were served by adequately organized clinics 
while others had a few special clinics. One area was served by a 
centralized county welfare department while most of the remaining 
counties had county and town welfare officials working 
independently. 

A brief descriptive summary of the communities chosen for 
study and an inventory of some of the health facilities is presented 
in Table 42. 

The 11 general hospitals studied varied both with respect to 
the type of control, public or private, and, in the communities they 
serve, the extent to which they met the standard ratio of general 
hospital beds per thousand of population. According to the 
American Public Health Association, this standard is 4.5 general 
hospital beds per thousand of population. 

A hospital, in order to fulfill its purpose, must be readily acces- 
sible to the population it serves both in respect to geographic loca- 
tion and ease of gaining admission (even when limitations of 
economic resources would seem to present a barrier). The hospitals 
studied vary in respect to these factors also. A brief descriptive 
summary of the hospitals studied is presented in Table 43. 
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Method 


Ward cases at each hospital were selected when possible in 
reverse order of discharge, the series beginning with the most 
recently discharged patient. Responsibility for payment of hospi- 
tal charges was not known at the time case records were copied. 
The presence of incomplete history records at times made a break 
in sequence unavoidable. Emergency, accident and psychiatric 
eases were excluded. Accident cases were excluded because they 
present such a short medical history prior to hospitalization and 
psychiatric cases because the history in such cases were found to 
be vague and hence of questionable reliability. Police call cases 
were rejected from the series in copying records from city 
Hospital C. 

The part of the field work devoted to transcribing record source 
material extended from October 1, 1939, through February 2, 1940. 
Since the series of cases began with the ward patient most recently 
discharged from each hospital at the time that it was reached by 
the field worker, and since the rate of patient discharge varied 
from hospital to hospital, the earliest discharges from the various 
hospitals fell on different dates. However, in the series studied, 
no discharge occurred prior to February 1939. This method of 
selecting cases failed to provide an even distribution of cases 
throughout the year. The size of the sample selected from each 
hospital was decided on the basis of the population of the area 
served and the total annual admissions to the hospital. The samples 
ranged in size from 80 to 600 ward patients. 

The primary emphasis in the study of medical records was on 
the history of each patient’s disease in terms not only of medical 
sequence but also of individual and family welfare. No attempt 
was made to evaluate the quality of hospital care. The illness 
which led to hospitalization was considered the major subject of 
study. This study required information relating not only to the 
type of illness of each patient but also to its duration and severity, 
the stage of disease when medical care was first given and the 
results of the diagnostic and curative measures provided. Among 
factors considered were the types of medical care provided, who 
gave the care, and the method of payment for the care given. 
Statements concerning physical examinations, and especially the 
use of laboratory procedures, were used as evidence of the extent 
to which modern diagnostic methods were used. 

Inquiry was made concerning use of home remedies. Evidence 
was sought of the extent to which the use of preventive measures 
would have mitigated the disease process and lightened the eco- 
nomic burden. When delay occurred in securing prompt medical 
attention, an attempt was made to determine whether the reason 
was deficiency in medical facilities, inability to pay for medical 
care, lask of appreciation of the need for medical care, or sheer 
neglect. 

In order to obtain a fair basis for interpreting data relating to 
medical care, inquiry was made into the economic background of the 
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family. Relief history was considered part of the essential data, 
since serious illness may be a cause of indigency or vice versa. 

As evidence of prevailing habitual behavior in relation to medical 
problems, it was thought desirable to seek information concerning 
the use of a regular family physician and the extent to which 
there were periodic physical examinations and physical examina- 
tions before the onset of illness. 


Specific Procedure 


The data desired were collected in two stages. First the hospital 
and, where existing, welfare records for each patient were reviewed 
and the required information copied. For this purpose a schedule 
(Form I) was designed (See Appendix G, page 456). A provisional 
analysis of 2,099 cases for which the form was completed is pre- 
sented in this report. 

Next, public health nurses were sent into the field to question 
these patients concerning their medical experience and economic 
background. For this purpose a second schedule (Form 2) was 
employed (See Appendix H, page 457). A provisional analysis of 
771 of these completed schedules is included in this report. 

In October 1939, explanatory letters were sent to the 11 hos- 
pitals selected for this study requesting their assistance and 
cooperation in securing the data from the patient history records 
and the hospital credit offices. 

The Chairman of the Commission made personal visits to eight 
of these hospitals in order to establish liaison for the Commission 
field representative. In addition, the Medical Research Director 
conferred with members of the medical boards of eight hospitals. 
In nine instances, at the express request of the hospitals, 
subpoenas for records were obtained. Excellent cooperation and 
assistance in the study was obtained from all of the hospitals and 
their medical boards. 

A graduate nurse with training and experience in hospital and 
welfare administration was employed to secure data from hospital 
and welfare department records. After copying the data from 
the patients’ history and hospital credit records, this field worker 
visited the local public welfare offices in order to determine, which 
of the hospital ward cases were already authorized at public 
expense and, which cases were still pending. 

The 2,099 completed Form 1 schedules were statistically analyzed 
in the home office of the Commission staff by a statistician, aided 
by personnel made available by the State Departments of Health 
and Welfare. The punch card machinery of the State Health 
Department was placed at the disposal of the Commission. The 
statistical codes developed for these data together with a dis- 
cussion of the editing policy may be found in Appendix I, page 462. 
Specific discharge diagnoses were coded by a physician. 
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Analysis of Form 1 Data (From sales and Welfare Department 
Records) 


All of the data were obtained by one field investigator and 
the entire group of records was analyzed by a uniform method. 

Form 1 was designed to be used in transcribing data from written 
records in hospitals and welfare departments. In addition to the 
name, address, age, sex and occupation of the patient, the form 
called for admission and discharge dates and diagnosis, condition 
on discharge, whether referring physician or staff physician treated 
patient in hospital, whether social service and hospital credit office 
investigations were conducted, agency responsible for payment of 
hospital charges (and method of payment if patient was respon- 
sible) and to what agency the patient was referred for follow-up.’ 

The information tabulated in this study from Form 1 consisted 
of the following data: hospital, age, sex, color, civil status, occupa- 
tional group, length of stay in hospital, discharge diagnosis, 
whether surgery was performed, survival, physician who treated 
patient in hospital, agency responsible for hospital payment 
(ineluding method of payment when patient was responsible). 
Additional information which was coded was found to be unsatis- 
factory and will not be presented until it can be verified by corre- 
lation with information obtained by means of personal interview 
with the patient, or from other sources. 

The information was coded and transferred to punch ecards for 
mechanical sorting. Tables 45 through 62 show the resulting 
summaries. 


Provisional Findings from Form 1 Data 


Age Distribution by Hospital (See Table 45-A).—Cases were 
grouped by age as follows: under 1 year; 1 year and under 2 
years; 2 years and under 5 years; 5 year intervals thereafter 
through 25 years; 10 year intervals from 25 years to 65 years; 
and a final category for 65 years and over. 

When the combined data for all hospitals were arranged accord- 
ing to age categories, the distribution showed no unexpected 
features. The maximum frequency was reached in the age group 
25 to 35, which accounted for 17.4 per cent of all cases. One hun- 
dred sixty-five of the 365 patients in this age group came to the 
hospital for puerperal conditions. Beyond age 35 the numbers 
hospitalized in each successive decade fell off until reaching the 
group aged 65 years and over. Although the individuals over 65 
years of age are numerically fewer in the community, they con- 
tributed disproportionately to this hospital population. Due to 
the frequency of tonsilectomy, communicable diseases of childhood 
and middle-ear infections, the 5 to 10 year old group contributed 
more individuals to the hospital population than did the group 


2 See Appendix G, page 456, for reproduction of Form 1, 
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10 to 15 years of age. See Charts 2 and 3, on pages 25 and 26 
for other age distributions. 

The small size of the samples in each group prevented direct 
comparison from hospital to hospital, since the shift of a few 
cases would have completely changed the picture. However, there 
appeared to be a disproportionate number of infants under 1 
year of age in Hospital J, compared with the average for all 
hospitals studied. Review of the specific diagnosis failed to reveal 
any predominant cause for this. A few hospitals, notably B, H, I 
and Js, show disproportionately large numbers of children in one 
or more of the age groups under 15 years of age. It may be sig- 
nificant that all of these hospitals serve rural areas. At Hospital 
B, the existence of an epidemic of poliomyelitis during the period 
covered by our study may have been partly responsible for the 
large number of children. At Hospitals H. I and Je, the high 
proportion of tonsillectomies performed accounted for the large 
number of children treated. In Hospital H, for instance, of the 
23 patients in the 5 to 10 year age group, 21 came to the hospital 
for tonsil operations. 

At Hospital A there were more patients in the age groups 15 
to 20 and 25 to 35 than was usual in this series, whereas there 
was a disproportionately low number in the older age groups. Of 
the 17 cases at this hospital aged 15 to 20 years, 10 were diagnosed 
as appendicitis, and 3 were obstetrical cases. Of the 25 patients 
in the group 25 to 35 years of age, 7 were diagnosed as appendicitis 
and 7 were obstetrical cases. 

At Hospital I the number in the age group 20 to 25 years was 
disproportionately high. A review showed that 22 of the 32 
patients in this group were obstetrical. 

At City Hospital C, there were proportionately more patients 
more than 35 years of age than at other hospitals studied. A 
review of the diagnoses of the patients in the older age groups 
in this hospital revealed no unexpected features. 


Sex by Hospital (See Table 45-B)—For the entire group of 
patients there was noted an excess of females over males in the 
ratio of about three to two. All the hospitals had more female 
than male patients, except city Hospital C in a metropolitan area. 
At the rural hospitals studied a higher proportion of female 
patients obtained, undoubtedly due to the fact that a large por- 
tion of the ward care at these hospitals was obstetrical. In rural 
Hospital G the highest proportion was reached. There 72 per cent 
of the total were female patients. 


Civil Status by Hospital (See Table 45-C).—Civil status was 
stated explicitly or could be derived in all but 141 cases. The 
distribution obtained is presented in Table 45. 


Occupational Group by Hospital (See Table 45-D).—An attempt 
to classify the patients in the study according to their occupational 
group resulted in the tabulation presented in Table 45-D, The 
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housewife group accounted for 722 cases, or nearly 60 per cent, 
of the entire group of female patients studied. This constituted 
the numerically largest occupational group in the study. 


Length of Stay in Hospital by Hospital (See Tables 46, 47, 
48, 49 and 52).—Table 49 shows that the mean (average) length 
of hospital stay was 15.92 days and the median (middle) length 
of stay was 10.59 days for the 2,093 cases included in the study 
for whom length of stay in the hospital was reported. An attempt 
was made to determine the effect on length of stay in hospital of 
factors such as surgical procedures type of illness, and the agency 
or individual responsible for the payment of the hospital charges. 
Chart 10 on page 47 shows hospital ward patients classified by 
surgery and by length of stay in hospital. 

Actual length of stay by hospital is shown in Table 46 and is 
analyzed in terms of mean and median number of days stay in 
Table 48. It may be seen that patients stayed longest in hospitals 
serving metropolitan areas. At Hospital C the mean stay was 714 
days longer and the median 4 days longer than for all hospitals 
combined. In Hospital D the mean stay was 314 days longer but 
the median stay was only 1 day longer than for all hospitals 
studied, indicating that the longer mean stay in this hospital had 
been due mainly to a relatively small number of patients who 
stayed an unusually long time. At hospital Jy the mean (8.83 
days) and the median (5.53 days) were the lowest recorded among 
the hospitals studied. These low figures are undoubtedly due to 
the fact that one-third of the ward patients in this hospital had 
been admitted for tonsillectomy. 

Study of Table 49 indicates that surgical cases left the hospital 
sooner than non-surgical cases. The non-surgical patients stayed 
on the average 444 days longer than the surgical patients. That 
this was due mainly to a relatively small number of very lengthy 
non-surgical cases is shown by the fact that the median length 
of stay of non-surgical cases was only 1144 days longer than that 
of surgical cases. A similar analysis of experience in the indi- 
vidual hospitals is contained in Table 48. 

In order to indicate the influence that ability to pay for hos- 
pitalization may have had on the length of hospital stay, the 
periods of hospitalization were analyzed separately by patient and 
public welfare responsibility. Table 52 presents this analysis for 
all hospitals and for each individual hospital. The mean length 
of stay of patients, for whom a public welfare agency assumed 
responsibility for the hospital bill, was 20.42 days in contrast to 
9.46 days when the responsibility fell upon the family of the 
patient. This is further borne out by contrast of the median 
lengths of stay which was 12.62 days when a public welfare agency 
was responsible and only 8.21 days when the patient’s family was 
responsible. Table 61 shows in detail for each specific diagnosis 
the length of stay in hospital together with responsibility for pay- 
ment of hospital charges. 
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Discharge Diagnosis (See Tables 53, 54, 55, 60 and 61 and 
Chart 11).—The discharge diagnosis copied from the hospital ree- 
ords were coded by a physician. A short classified list of specific 
diagnoses containing about 90 titles was prepared, based on the 
list published for Hospital Morbidity Reporting by the Welfare 
Council of New York City.’ This list is in turn based on the 
‘*Standard Classified Nomenclature of Disease.’’** The main groups 
are in general based on anatomical considerations with the excep- 
tion that general infections, neoplasms, and rheumatic, metabolic 
and traumatic conditions are given precedence. The list used for 
coding with the corresponding Welfare Council list numbers is 
reproduced in Appendix I. 

The diagnoses of the greatest number of patients referred to 
the puerperal state and accounted for 390 of the 2,099 cases. 
Diseases of the digestive system accounted for 353 of the cases; 
of these 188 were diagnosed appendicitis. Diseases of the respi- 
ratory system made up a total of 339 cases of which 193 cases were 
infectional hypertrophy of the tonsils or adenoids. The study 
included 123 cases of neoplasm and 97 cardio-vascular cases, These 
data are shown graphically in Chart 11 based on data in Table 54. 
Tables 60 and 61 show discharge diagnosis in complete detail. 
In Table 60 data on sex, age and mortality for each specific diag- 
nosis coded are presented. Table 61, as previously noted, presents 
detailed data on length of stay in hospital and responsibility for 
payment of hospital charges for the same list of diagnoses. 

It is interesting to note in studying Table 61 that hospital bills 
for illnesses which were of a prolonged nature were assumed as a 
responsibility by public welfare officials in a higher proportion 
than diseases of shorter duration. Public welfare departments 
assumed the responsibility for hospitalization costs of 25 among 
the 35 cases of tuberculosis of the respiratory system. Similarly, 
71 of the 123 patients with neoplastic diseases were accepted as 
publie charges. In contrast, of the 390 puerperal conditions only 
143 were accepted as public charges, and of 142 cases of acute 
appendicitis only 56 were accepted as public charges, for the cost 
of their hospitalization. 


Surgery by Hospital (See Tables 46, 48, 49, 53 and 56).—Table 
61 reveals that 40.3 per cent of all the patients included in this 
study underwent surgical procedures. The surgical rate differed 
widely from hospital to hospital. For instance, at Hospitals F 
and J» 60 per cent or more of all patients received surgery. On 
the other hand the surgical rates at Hospitals B, C and D were 
below 35 per cent. 


8A classified List of Diagnoses for Hospital Morbidity Reporting, a pre- 
liminary report based on a study of 576,623 hospital discharges from 113 hos- 
pitals in New York City in 1933. (WPA project number 665-97-3-54.) May 
1939, Research Bureau of Welfare Council of New York City. 

4A standard Classified Nomenclature of Disease, H. B. Logie, The Common- 
wealth Fund, 1933. 
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The significance of tonsillectomy in the surgical group is brought 
out in Table 56. In this table it appears that the proportion of 
tonsillectomy varied widely from hospital to hospital. At Hospital 
B, of a total of 155 patients discharged, only 1 had undergone 
tonsillectomy, whereas at Hospital Jo, of 105 discharged patients, 
35, or one-third of the total, had undergone this procedure. 

The same table segregates the obstetrical cases, exhibiting an 
obstetrical rate for all hospitals of 16.8 per cent. The component 
hospitals varied from a low of 10.7 per cent obstetrical patients 
in city Hospital C to 29.7 per cent in voluntary Hospital I. 


Mortality (See Table 55).—The mortality data for the entire 
series is presented in Table 55. Among the 2,099 cases there 
occurred 168 hospital deaths. Although surgical cases made up 40 
per cent of the entire group of cases, only 13.1 per cent of the 
deaths occurred among them. The greatest number of deaths 
occurred in the cardio-vascular disease group. 


Physician Who Treated Patient in Hospital (See Table 58).— 
A patient may be treated in the hospital either by the physician 
who referred him for hospital care or by a member of the hospital 
staff or by both. This is to some degree dependent on local hos- 
pital policy relating to staff organization. In both hospitals serving 
metropolitan areas, Hospitals C and D, all patients were treated 
by staff physicians since physicians not on active ward service did 
not have access to the wards. In Hospital F, of 125 patients, 112 
were treated by the doctor who referred them to the hospital. 
The welfare policy in this locality provided for payment to 
physicians for services rendered on the wards to patients accepted 
as eligible to receive medical care at public expense. In the area 
served by Hospital I similar welfare and hospital policies prevail 
and the figures presented bear this out. At Hospital E the referring 
physicians treated 132 of the total 155 cases. This city employs 
city physicians and surgeons. 


Responsibility for Payment of Hospital Charges (See Tables 56, 
57, 59 and 61, and Chart 12).—Eight hundred thirty-three, or 40 
per cent of the 2,099 patients, were expected to pay for their own 
hospital care, as shown in Table 56. One thousand fifty-five, or 
50 per cent, were referred to public welfare officials for hospitaliza- 
tion at public expense. A slightly higher proportion of surgical 
patients (46 per cent) than of all patients, were expected to meet 
the cost of their hospitalization and another 46 per cent of the 
surgical patients were public charges for hospitalization. A still 
higher proportion of the obstetrical patients (57 per cent) were 
expected to meet the costs of their hospitalization and only 36 per 
cent of the obstetrical patients relied upon public welfare. 

Of the patients responsible for their own hospital charges a 
little less than half paid their hospital bills in cash. 

A comparison of responsibility for payment of hospital charges 
by hospital is presented in Table 59. It is significant that for the 
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city-maintained Hospital C in a metropolitan area only 56 
patients of a total of 599 were considered fully responsible for 
their own hospital charges. The policy of this hospital permitted 
patients to pay small amounts toward their hospitalization costs 
when possible; the hospital itself absorbed the balance. This group 
of patients who were cared for mainly from public funds have not 
been included with ‘‘public welfare responsibility’’ in any of the 
tables. Likewise, voluntary Hospital D, also serving a metropolitan 
area, expected only 56 of its 304 patients to assume full responsi- 
bility for hospital payment. 

In general the hospitals of rural areas had a relatively high 
proportion of patients expected to assume responsibility for their 
hospital charges. It should be mentioned that although patients 
were expected to assume responsibility, the hospital might not 
always actually collect the full amounts due. 

Six hundred nineteen of the 1,055 patients for whose hospitaliza- 
tion charges public welfare agencies were considered fully 
responsible were in the two metropolitan hospitals. In addition 
152 patients at one of these hospitals were assisted by the welfare 
department in the payment of their hospital bills. On the other 
hand, in rural areas a lower proportion of cases were referred to 
the public welfare agencies by the hospitals. 


Source of Referral to Hospital and Follow-up Advised by Hos- 
pital for Three Hospitals Maintaining Out-Patient Departments 
(See Table 62).—The data summarized in Table 62 was obtained 
by hand tabulation from information occurring incidentally on 
Form 1, although not specifically called for on the form. The 
tabulation involves 1,008 patients, 902 of whom survived. Infor- 
mation concerning source of referral to hospital was obtained for 
782 of these patients. Private physicians referred 366 of these 
patients to the hospital. Upon discharge, 172 of these patients 
were noted as having been referred for follow-up not to the refer- 
ring physician but to the out-patient departments of the hospitals, 
and 93 were recorded as having been referred back to physicians. 

The summary and conclusions based on Form 1 data may be 
found at the end of this chapter. 


Analysis of Form 2 Data (obtained by Home Interviews) 


A second schedule, Form 2, was prepared to be filled out by the 
nurse investigators at the time of the field interviews with patients 
or responsible members of their families. (See Appendix H.) 
Form 2, after repeating identifying information similar to that 
found in Form 1, ealls first for a statement in the patient’s words 
of the symptoms, date of onset and nature of the complaint or 
illness, which necessitated his admission to the hospital ward. 

A section on ‘‘medical ecare’’ called for answers to questions 
concerning date of first medical attention for this illness and the 
place where this attention was received; date of application for 
admission to hospital; date of admission to hospital and date of 
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discharge from hospital; and also reason for delay, if any, in 
securing medical care. 

A section on ‘‘self-medication’’ contained a question as to 
whether and for how long the patient doctored himself before 
securing the services of a physician for an illness which required 
hospitalization. If the use of a home remedy was specified, the 
name of the remedy used and the source of recommendation for 
its use were called for. 

In a section devoted to facts concerning the medical care experi- 
ences of the patient prior to the illness which brought him to the 
hospital, he was asked whether he had a regular family physician 
and whether he had ever had a complete physical examination and, 
if so, of what this examination consisted, whether it was made in 
connection with life insurance, whether by a private physician 
and where it took place. He was also asked whether he was 
examined by a physician at regular intervals. 

In a section relating to ‘‘physician’s services in the present ill- 
ness’’ and prior to hospital admission, the patient was asked 
whether and for how long he had been under the care of a private 
physician; how many office and home visits had been made; 
whether the physician had called a consultant; whether the patient 
had consulted more than one physician and, if so, how many of 
these had been general practitioners and how many specialists. 
He was also asked to specify the content of any physical examina- 
tion made by a private physician during the pre-hospital period 
of this illness. 

In the section on ‘‘payment for private physician’s services for 
this illness’’ he was asked whether he (or, his family) or some 
other ageney had paid for the physician’s services given prior to 
hospitalization, and whether or not credit had been extended by 
the physician. 

A section on ‘‘clinie services prior to hospitalization’’ for this 
illness requested information as to whether and for how long clinic 
care was received, whether the clinic was conducted under public 
or private auspices and what agency referred the patient to the 
clinic. 

A section on ‘‘hospital care for this illness’’ requested informa- 
tion concerning referral to hospital; whether admitted as an 
emergency case; whether, in the opinion of the patient, there had 
been any delay in being admitted to the hospital and the reason 
for the delay, if any. 

The section on ‘‘person or agency responsible for hospital care 
expense’’ requested a statement from the patient’s point of view 
as to what agency had been responsible for paying for his hos- 
pitalization and, if the responsibility had rested on him or his 
family, whether the bills had been paid by cash, note or in install- 
ments. In addition he was asked whether his family physician 
had eared for him in the hospital and whether he had paid for 
physician’s services in the hospital. 

A section on ‘‘follow-up service after hospital discharge’’ 
requested number of visits to private physicians, to public salaried 
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physicians, to clinics and by nursing services. The patient was 
also asked whether he had completed the course of follow-up care 
recommended. 

The final section related to ‘‘economic history’’ and required 
statements on individual and family annual incomes as well as 
relief history. 

The schedule concluded with a notation of the identity of the 
person interviewed, the date, the name of the field nurse inves- 
tigator and her opinion as to whether the information obtained was 
reliable. 

The information called for on Form 2 was secured through 
personal interviews with patients or their families. These inter- 
views were conducted by seven graduate nurses with special train- 
ing in public health. It was believed that by confining the field 
investigation to a small staff of competent investigators the data 
obtained would be more reliable and uniform than if it had been 
secured by a larger and less well-trained group. 

The nurses made every effort to record the statements as made 
by the patients. In instances where an interview with the patient 
could not be arranged or the patient was a minor, the statements 
of a responsible member of the household were recorded. Fre- 
quently several visits to the patient’s home were necessary before 
a personal contact could be made. A time study of the patient 
interviews showed that the average time for a visit was 40 minutes. 
The reaction of the patients to questioning was uniformly one of 
cooperation and interest. Where, in the opinion of a nurse, the 
person supplying information for Form 2 appeared to be unre- 
liable the data was not utilized in the study. 

When the hospital records stated that a ward patient included 
in the study had been referred to the hospital by a private 
physician, the referring physician was notified by letter of the 
scope, purpose and methods of the study and informed of the 
names of his patients to be visited by the field nurses. 

In Table 44 a summary of the present status of patient inter- 
views is presented by hospital. 

Extreme difficulty was encountered in completing home visits, 
particularly in the northern and western rural areas of the State 
when heavy snow storms caused difficult road conditions. Rather 
than deviate from the original plan of having only a few nurses 
complete all of the personal interviews with patients, it was felt 
advisable to have the same nurses continue the investigation. This 
necessarily delayed the completion of the field investigation. Inter- 
views with the remaining patients are being continued with 
approximately one-half of the patient records already completed. 

It will be noted that, although a considerable number of the 
interviews with patients from metropolitan Hospital C had been 
completed the data from these records were not tabulated in order 
not to overload the present analysis with urban material. 

The analysis of completed patient interviews presented here in 
tabular form covers six hospitals from five areas. These are so 
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distributed as to include at least one representative of each type 
of area under study. The group of hospitals for which personal 
interview data is provisionally analyzed are all of the voluntary type 
and therefore one of the variable factors in the entire study is 
eliminated at this stage. 

The completion of the field interviews with patients from six 
of the hospitals in the study was completed in time to permit a 
preliminary tabulation of some of the data obtained on Form 2. This 
was accomplished by means of editing selected items only and sum- 
marizing the findings by means of hand tallies. The tallies pro- 
vide some indication of what this material contains but are in no 
sense intended to present a final analysis of the wealth of material 
obtained by means of the field interviews. In the time available, 
it was impossible to consider all the aspects of each case in a 
completely coordinated manner. For this reason we must consider 
provisional the data presented in Tables 63 through 86. Signifi- 
cant correlations obtainable from an adequate study of this data 
must be postponed until the field investigation is completed and 
punch cards for the entire series of cases can be prepared and 
sorted. 


Scope of Provisional Study of Form 2 Data 


The information which was edited, coded and tallied for this 
report consisted of the items selected from Form 2 sections as 
follows : 

Medical Care: Intervals as follows between first symptoms of 
illness which led to hospitalization and first medical attention for 
that illness; between first medical attention and hospital admis- 
sion; between first symptom and hospital admission and between 
hospital application and hospital admission (based on dates for 
first symptom, first visit by physician for this illness, admission to 
hospital and application for hospital admission) ; scene of first 
medical visit and reason for delay (if any) in securing medical 
care. 

Self-Medication: Resort to and type of self-medication together 
with source of recommendation. 

Physician’s Services Prior to IlIness Which Led to Hospitaliza- 
tion: Answer to question ‘‘ Have you a regular family physician ?’’; 
content of physical examination prior to this illness as reported by 
the patient; whether this examination was for life insurance; 
whether performed by a private physician and place where it was 
performed; also, whether physical examinations were performed 
at periodic intervals. 

Physician’s Services in Present Illness and Prior to Hospital 
Admission: Period of care by private physician for this illness, 
whether private physician called a consultant, and content as 
reported by patient of the physical examination performed by 
private physician for this illness. 

Payment of Private Physician’s Services for This Illness: 
Whether patient or some other agency was responsible for paying 
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for physician’s services and, if patient was responsible, whether 
physician gave credit. 

Clinie Services Prior to Hospitalization for This Illness: Period 
of clinic attendance prior to hospitalization for this illness. 

Hospital Care for This IlIness: Whether patient felt that there 
had been delay in being admitted to the hospital. 

Person or Agency Responsible for Hospital Care Expense: No 
data were taken off at this time since this subject had been con- 
sidered from the hospital and welfare viewpoints in the provisional 
analysis of Form I data. 

Follow-up Services after Hospital Discharge: Physician, clinic, 
nursing service or institution from which patient received follow-up 
care following hospital discharge. 

Economic History: Individual and family group annual cash 
incomes reported. 

In addition, by comparing date of hospital discharge taken from 
the hospital records and recorded on Form 1 with date of inter- 
view given on Form 2, the interval between leaving the hospital 
and discussion of medical experience with the nurse investigator 
was obtained for each case. 

Special Handling of Obstetrical Cases: For obstetrical® cases an 
attempt was made to convert all time intervals into months of preg- 
nancy, thus the month of pregnancy in which (1) first medical 
attention was received, (2) care by private physician began, and 
(3) eare by clinic was commenced were computed. Month of preg- 
nancy in which patient was delivered and place where labor 
occurred were also obtained. For cases cared for during pregnancy 
by private physicians, the physical examinations reported were 
analyzed for the following specific procedures: blood pressure, 
vaginal examination, urinalysis and blood test for syphilis. 

In recording the results of the tallies the cases from each hos- 
pital were given separately, except that all obstetrical cases have 
been removed from the series and presented as an independent 
eroup. 


Provisional Findings from Form 2 Data (Obtained by Home 
Interview ) 


Time Intervals (See Tables 63, 64, 65 and 66 and Chart 13).—A 
study of the intervals between first symptom of the illness which 
eventually led to hospitalization as reported by the patient and first 
medical attention for this illness reveals that in 1384 instances (22 
per cent) among the 613 for which this interval was obtainable, the 
medical care began within the first 24 hours. Moreover, of these 
134 cases, 56 were admitted to the hospital within the same period. 
This probably represents a group of acute conditions. At the 
other extreme a group of 42 patients waited more than five years 
after first observing symptoms before receiving medical attention. 
In order to evaluate this information correctly it is obviously nec- 


5 Abortions were considered non-obstetrical in this study because of primary 
interest in prenatal care. 
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essary to consider the specific diagnosis for each case and whether 
the condition was acute or chronic. Such a correlation will be 
worked out for the complete analysis of this material. It is also 
necessary to remember in considering the significance of the data 
so far presented that the hospital admission referred to is not 
necessarily the first hospitalization period for the illness in ques- 
tion. (A consideration of time intervals for the obstetrical cases is 
discussed separately below.) 


Interval Between Hospital Application and Hospital Admission 
(See Table 68).—Of the 611 patients reporting on the interval 
between hospital application and admission, 481 (79 per cent) were 
admitted within 24 hours. The only appreciable waiting times 
occurred in the metropolitan area included in this study (Hospital 
D). Not all of the delays indicated difficulty in securing admission 
to the hospitals since, in some instances, patients preferred to make 
hospital arrangements in advance for obstetrical care and opera- 
tions. In no instance was there evidence that an emergency case 
was delayed in being admitted to the hospital. 


Place Where Patient Received First Medical Attention for Ill- 
ness Which Led to Hospitalization (See Table 69).—\Forty-five 
per cent of the 752 patients for whom this information is available 
were first seen at a physician’s office and 31 per cent called 
physicians to their homes for first medical care in this illness. 
Seventeen per cent were first seen by a physician in a clinic. It 
is interesting to note that in metropolitan Area D there were more 
first visits made both to clinics and to patients’ homes than to 
physicians’ offices. 


Patients’ Statements as to Reason for Delay (if any), in Securing 
Medical Care (See Table 70).—Slightly over half of the 740 
patients replying to this question stated that there was delay in 
securing medical care. Fifty-three per cent of the patients report- 
ing delay in obtaining medical care included among the reasons 
given that they had not realized the necessity for medical care. 
Thirty-seven per cent of the patients reporting delay gave inability 
to pay as one of the reasons. Among the 50 patients of Hospital H 
who cited delay in obtaining medical attention, one-half gave 
inability to pay among the reasons. In three instances patients 
stated that the delay in securing medical attention was due to 
refusal of welfare officials to authorize care at public expense. 


Self-Medication (See Table 71).—In Table 71-A the self-medi- 
cations employed by the 206 patients admitting this practice are 
analyzed by type of medication use. One hundred four of the 206 
patients reporting self-medication mentioned the use of proprietary 
remedies. Among the 141 obstetrical patients only six reported 
any form of self-medication. Among the 186 patients who gave 
the source of the recommendation for self-medication, the majority 
attributed the suggestion to a member of the family. (See 
Table 71-B.) 
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Family Physician (See Table 72).—Table 72 reveals that 463, 
or 60 per cent of the 767 patients reporting, considered that they 
had regular family physicians. In general it appears from the 
tabulation that it was more usual to have a regular family 
physician in rural areas than in cities. 


Physical Examination Prior to This Illness (See Tables 73 and 
74).—Forty and nine-tenths per cent of the patients stated that 
they had never had a physical examination prior to the illness 
which led to this hospitalization. An attempt was made to analyze 
the content of the examinations reported. For the purposes of | 
this tabulation, an examination of all parts of the body with 
clothes removed, use of stethescope and recording of blood pressure 
was considered a complete minimal physical examination. In terms 
of this definition the examinations of only 137 (32 per cent) of the 
423 patients examined met this minimal standard. This corresponds 
to only 19 per cent of all the patients. In general, the examina- 
tions reported from rural areas were less complete than from 
urban areas. 

Fifty-three per cent of the physical examinations reported 
included at least one laboratory procedure. This corresponds to 
30 per cent of the entire group of patients. Forty-three per cent 
of the examinations reported were performed at clinics, school 
clinics included, and 33 per cent were performed at physicians’ 
offices (see Table 74). Forty-one per cent of the patients who 
replied to the question ‘‘Was the examination performed by a 
private physician?’’ gave affirmative answers. Only 17 of the 
examinations were reported to have been for life insurance. 


Periodic Physical Examination (See Table 75).—Only 111 indi- 
viduals (14 per cent) gave evidence of periodic physical examina- 
tions. Of these 67 reported annual examinations. The patients 
for whom examinations at shorter intervals were reported con- 
sisted mainly of infants and diabetics. 


Duration of Private Physician’s Care for This Illness (See 
Table 76).—Eighty per cent of the patients (obstetrical patients 
excluded) had been cared for by private physicians during this 
illness and prior to hospitalization. The largest proportion cared 
for by private physicians was in rural areas. However, 61 per cent 
of the patients who reported duration of care by private physicians 
had received this care for a period of less than one month. 


Private Physician’s Use of Consultants (See Table 77).—Con- 
sultants were called by private physicians prior to -hospitalization 
in only 54 eases. 


Content of Physical Examination During This Illness as 
Reported by Patients (See Table 78).—The physical examinations 
performed by private physicians during the illnesses which led 
to hospitalization were analyzed for content according to the same 
method as used for physical examinations prior to this illness. 
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Eighty-six per cent of patients (including obstetrical patients) 
eared for by private physicians prior to hospitalization reported 
having had physical examinations of varying content. Inasmuch 
as some of these patients were sent to the hospital immediately it 
may be presumed that examinations suitable to the circumstances 
were performed for these patients upon admission. Of 502 exami- 
nations reported only 94 conformed to the definition given above 
for a complete minimal physical examination. However, laboratory 
tests were reported in 233 instances. Laboratory procedures were 
more common for obstetrical patients than for others. Among 
non-obstetrical patients laboratory tests were most frequently per- 
formed for residents of metropolitan Area D. 


Method of Payment for Physician’s Services for This Illness 
and Prior to Hospitalization (See Table 80).—Four hundred and 
twenty-seven (73 per cent) of the 585 patients cared for by private 
physicians stated that they had assumed full responsibility for 
payment. In addition 12 patients had shared this responsibility 
with other agencies. Physicians were known to have extended credit 
to 332 (78 per cent) of the patients assuming full responsibility 
for payment. Free care by physicians was reported in only 16 
cases. Unpaid physicians’ bills would undoubtedly raise this to a 
higher number. It is of interest to note that of the 80 obstetrical 
patients who were cared for by private physicians 75 (94 per cent) 
had assumed full responsibility for payment of physicians yet only 
24 per cent of these were known to have paid in cash. 


Duration of Clinic Care for This Illness Prior to Hospitalization 
(See Table 81).—One hundred and fifty-four patients (24 per 
cent) of the 630 non-obstetrical patients gave histories of clinic 
attendance prior to hospitalization. Most of the clinic patients 
were found in two areas: D and Jo. Fifty-three per cent of the 
patients who had attended clinics for periods of known duration 
had received such care for one month or less. 


Delay in Hospital Admission (See Table 82).—Seventy-three 
patients, or 9.6 per cent of the 760 patients reporting on this point, 
felt that there had been delay in their admission to hospitals. The 
highest proportion of delays reported by patients occurred in 
admissions to the hospital in metropolitan Area D. 


Medical Care Following Hospital Discharge (See Table 83)— 
Five hundred and fifty-four (74 per cent) of the 745 patients 
reporting, stated that they had had medical or nursing care after 
leaving the hospital. Nursing services were received by only 67 
(9 per cent) of all surviving patients, and 12 per cent of those 
receiving any care following hospital discharge. Three hundred 
and thirty-three patients were seen by private physicians after 
leaving the hospital and 188 attended clinics. The highest pro- 
portion of discharged patients returning to clinics (73 per cent) 
occurred in the metropolitan area served by Hospital D. 
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Family Cash Income (See Table 85 and Chart 14).—Data con- 
cerning family cash income was obtained for 645 of the 771 patients 
interviewed. For 74 families (11.5 per cent) public relief was the 
only form of income reported. Seventeen (2.6 per cent) of the 
families reporting on income appeared to have no cash income 
whatsoever. Only 230, or 35.7 per cent, of the families reporting 
on income received $1,000 or more per year from all sources 
combined. Cash value of agricultural products has not been esti- 
mated. Size of family and number of employed workers per family 
is not available. 

Data on the individual income of the patients hospitalized is 
shown in Table 84. However, since no correction has been made for 
children, housewives, and the aged, it is not possible to draw any 
conclusion from this material. 


Interval Between Hospital Discharge and Interview (See Table 
86).—Table 86 shows that 622 (82 per cent) of the patient inter- 
views took place within six months of hospital discharge. 


Special Analyses of Data on Obstetrical Cases (See Tables 67 
and 79). 


Month of Pregnancy in Which Ante-Partum Care Began (See 
Table 67).—Of 141 obstetrical cases, eight received no medical 
attention prior to hospitalization. Of the 133 patients who received 
medical attention prior to hospitalization, 80 (60 per cent) received 
eare from private physicians and 63 (47 per cent) were cared for 
at clinics. These numbers include 10 who were cared for by both 
clinic and private physician. In Table 67 the month given refers 
in each instance to the first attention of the kind specified. It 
should not be assumed that a patient who started care in a speci- 
fied month of pregnancy continued to receive care from this source 
throughout her pregnancy. 

Three patients received their first medical attention for the 
pregnancy studied within 24 hours of hospitalization and eight 
others were not seen by any physician or clinic prior to hospitaliza- 
tion for delivery. Seventy-four, or a little over half, of the obstet- 
rical patients received some medical attention within the first five 
months of pregnancy. Fifty of these patients were seen by private 
physicians and 30 were seen in clinics. Six of these patients were 
known to have been seen by both private physicians and clinics 
before the sixth month of pregnancy. 


Month of Pregnancy in Which Labor Occurred.—Of the 137 
pregnancies terminated before the end of the hospital period 
studied only five appear to have terminated earlier than the ninth 
month of pregnancy. Four obstetrical patients were hospitalized 
during their pregnancy for the treatment of obstetrical complica- 
tions and returned to their homes undelivered so that the out- 
come of these pregnancies remains unknown from the point of view 
of this study. A review of the obstetrical cases shows only one 
instanee in which a patient was delivered before reaching the 
hospital and in this case a physician was in attendance. 
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Physical Examination by Private Physician During this Preg- 
nancy as Reported by Patient (See Table 79).—Of the 80 patients 
seen by private physicians during pregnaney 72 (90 per cent) 
reported physical examinations. The content of these examinations 
is analyzed as shown in Table 79. Forty-four per cent of the 
patients examined reported that all four of the procedures had 
been performed which for the purpose of this study were con- 
sidered essential to an ante-partum examination. Blood pressure 
reading was the most common of these procedures and had been 
taken on 94 per cent of all the patients examined. Urinalysis was 
done for 90 per cent of the patients, blood tests for syphilis had 
been taken on 69 per cent and vaginal examinations had been made 
in the course of 56 per cent of the examinations. 


(Note—Charts 10-14 referred to in this chapter may be found on pages 
47-51, above.) 


Summary 


A provisional analysis of the data obtained from the hospital 
and welfare records of the 2,099 patients discharged from the 
wards of 11 hospitals and 10 representative communities in New 
York State and interviews by Public Health Nurses with 771 of 
these patients reveals the following: 


1. The proportion of female to male patients was 3 to 2 in all the 
hospitals studied, but this ratio was higher in the rural hospital 
wards. 


2. Patients of the older age groups were found in greater pro- 
portion in the wards of urban hospitals. 


_ 3. Conditions of the puerperal state, numerically, made up the 
largest diagnostic group among the cases studied. Diseases of 
the digestive system, with appendicitis predominating, formed the 
second largest group. Diseases of the respiratory system ran third 
with hypertrophy of the tonsils contributing the majority of these 
cases. 


4. Surgical patients had shorter hospital stays than non-surgical 
patients. 


5. The proportion of patients undergoing surgical procedures 
tended to be higher in rural than in urban areas. 


6. Hospital ward patients for whom public welfare agencies 
assumed financial responsibility tended to remain in the hospital 
for longer periods than patients who had to meet hospital charges 
from their own resources. 


7. Ward patients of urban areas turned to public welfare agencies 
for aid in meeting hospital charges in higher proportion than ward 
patients of rural areas. 

8. Hospital charges for diseases which have a prolonged course 
such as neoplasms and tuberculosis were more often assumed by 
welfare agencies than diseases of shorter duration. 
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9. Surgical and obstetrical patients appeared to have been able 
to assume full responsibility for their hospital care more often 
than non-surgical patients. 

10. Forty per cent of all the patients were responsible for the 
payment of their hospital charges. 


11. Failure to realize the necessity for medical care and inability 
to afford a private physician were the predominant reasons given 
by patients who delayed in securing medical attention. 


- 12. Self-medication was reported by 27 per cent of patients. 


13. Patients in rural areas were found to be more likely to have 
family physicians than patients in urban areas. 


14. Only 57 per cent of the ward patients studied reported 
having had a physical examination before the illness which brought 
them to the hospital. Periodic physical examinations were reported 
by only 14 per cent. 


15. Of the patients treated prior to hospitalization by a private 
physician, 73 per cent were responsible for the payment of 
physician’s fees. However, physicians extended credit to 78 per 
cent of these, indicating that even before hospitalization patients 
experienced difficulty in meeting medical costs. 


16. Twenty-eight per cent of the patients studied gave a history 
of clinic care for this illness prior to hospitalization. 


17. Once application for admission to hospital had been made, 
there appeared to be no delay in cases in which the need for hos- 
pitalization was urgent. 

18. Hospital policy in a number of instances prevented the 
referring physician from treating his patient in the wards. 


19. Forty-seven per cent of the obstetrical patients stated that 
they began their ante-partum care in the sixth month of pregnancy 
or later. Eight per cent of the obstetrical patients received their 
first medical attention within 24 hours of admission to the hospital 
for delivery. 


20. Of the obstetrical patients seen by private physicians during 
pregnancy, 90 per cent reported physical examinations. In 44 
per cent of these examinations all four of the following procedures 
were done: blood pressure, urinalysis, blood test for syphilis and 
vaginal examination. 


21. Three-quarters of the patients discharged from the wards of 
hospitals stated that they had medical or nursing attention after 
leaving the hospital. Patients discharged from hospitals in the 
urban areas received subsequent medical attention in highest 
proportion. 

22. Eleven and five-tenths per cent of the patients interviewed 
reported that their only form of income was from public relief. 
Thirty-five and seven-tenths per cent of the families of all patients 
reporting incomes received $1,000 or more a year. 


PATIENTS DISCHARGED FROM HOSPITAL WARDS 919 


Conclusions 


The following conclusions are based on the provisional analysis 
so far completed : 

1. For the patients in the wards of the upstate hospitals studied 
there appeared to be no appreciable delay in securing admission 
after application had been made to the hospital. 

2. Hospitalization charges for more than half of the ward 
patients studied were paid from public funds and these patients 
tended to remain in the hospital for longer periods than patients 
who assumed their own financial responsibility. 

3. The families of 415 ward patients of the 645 ward patients 
reporting incomes had annual incomes of less than $1,000. Public 
relief was the only source of income for 74 of these 415. 

4. Although three-quarters of the patients treated by private 
physicians prior to hospitalization assumed financial responsibility, 
only one-quarter of these patients paid the physician at the time 
of treatment. 


New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 
DESCRIPTIVE KEY LIST OF HOSPITALS* SELECTED FOR STUDY 


Number 
a fate Pye d Type At Special oercee 
LETTER selected | ward cases i so aes 
selected 
Fe mens i 
yee age Voluntary. . 105 | Rural 
| anes County- 
state aid. . 155 | Rural 
Cae oe: S City sais 599 | Metropolitan... .| Organized municipal medical 
care program 
D.8i 34 Voluntary... 304 | Metropolitan 
Beer a WAY Sic es 155 | Urban and sur- 
rounding rural 
| as Voluntary. . 125 | Urban and sur- 
rounding rural 
Gee. Voluntary. . 80 | Rural industrial.| Inadequate general hospital 
facilities; no organized 
county health department 
H. See &: Voluntary. . TOA HO HOPAL:S. .60 0G 3. Adequate hospital facilities; 
organized county health 
department 
Bou aa. Voluntary... 165 | Rural with sum-| Organized county depart- 
mer colony ments of health and welfare 
“A ea ine Voluntary. . 105} Rural with sum-} No organized county health 
Je.......-| Voluntary. . 105 mer colony and welfare departments 


* Detailed descriptions of each area and hospital given in Tables 42 and 43. 
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Tasie 47 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


2,099 HOSPITAL AND WELFARE RECORDS FROM 11 HOSPITALS SERVING 
10 REPRESENTATIVE COMMUNITIES CLASSIFIED BY LENGTH OF 
STAY IN HOSPITAL BY SURGERY 
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PATIENTS DISCHARGED FROM HOSPITAL WARDS 933 


TaBLE 49 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


CASES,! PERCENT SURGERY, ESTIMATED HOSPITAL DAYS, MEAN AND 
MEDIAN LENGTH OF STAY IN HOSPITAL STUDIED BY SURGERY 


Estimated | Mean | Median 
SURGERY Cases | Percent} hospital | length | length 
days of stay | of stay 


RE oe os ae vas ba sda 2,093 | 100.0 | 33,329.0] 15.92 10.59 
BIER CBN Se oto scare Sie ares 8.8 843 40.3 | 11,239.5 | 13.33 9.72 
oe) ESPN ewararanarer a era eis 1,178 56.3 | 21,051.5 | 17.87 11.02 
Surgery unknown............... 72 3.4} 1,038.0] 14.42 10.82 


1 Six cases not reported for length of hospital stay omitted from table. 
2? Estimated from grouped data. 
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PATIENTS DISCHARGED FROM HOSPITAL WARDS 935 


TaBLE 51 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Waras, 1939 


833 CASES FOR WHICH PATIENT AND 1,055 CASES FOR WHICH PUBLIC 
WELFARE AGENCY WAS RESPONSIBLE FOR PAYMENT OF HOSPITAL 
CHARGES, AMONG 2,099 HOSPITAL WARD PATIENTS FROM 11 
HOSPITALS SERVING 10 REPRESENTATIVE COMMUNITIES, CLASSI- 
FIED BY LENGTH OF STAY IN HOSPITAL 


Pusriic WELFARE 
AGENCY 
RESPONSIBLE 


PATIENT 
RESPONSIBLE 


LENGTH OF HOSPITAL STAY 


Number | Percent | Number | Percent 


TEGtAL es i. Se PSO. 2 ree LO5S= | seer 
INGtIREpOrtee, 2). i Tene. re Diba lt. cet SRV 7 eee ee 
Tgp 1 i. . Gon ep. ss eee. mas. 831 100.0 1,051 100.0 

Wades bday of: tee ers. et. 28 3.4 9 0.8 
1 day and under 3 days. ............. 181 21.8 103 9.8 
3 days and under 1 week............. 149 17.9 151 14.4 
1 week and under 2 weeks............ aBy 40.0 327 oll 
DMEGKRSIANG UNGCT Ghe.s. «. dos seri ore csoh se o.0 aEaese « 80 9.6 187 Eas 
So weeks-and under 4... csieccsss es. cs. - 25 3.0 95 9.0 
4 weeks and under 6.................. 22 2.6 83 7.9 
Gaweeks'Hnd undercBe....icc.cefBgee 6 O2% 28 Dink 
S-weeksand over... ... «3. iat Gees. : 8 1.0 68 6.5 
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Study of Patients Discharged from Hospital Wards, 1939 
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PATIENTS DISCHARGED FROM HOSPITAL WARDS 


Tasue 57 


New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


2,099 HOSPITAL AND WELFARE RECORDS FROM 11 HOSPITALS SERVING 
10 REPRESENTATIVE COMMUNITIES CLASSIFIED BY ALL SURGERY, 
TONSILLECTOMY AND OTHER SURGERY, OBSTETRICS, 
SURGERY, AND SURGERY UNKNOWN BY RESPONSIBILITY FOR PAY- 
MENT OF HOSPITAL CHARGES, INCLUDING METHOD OF PAYMENT 


WHEN PATIENT WAS RESPONSIBLE 


SuRGERY 


RESPONSIBILITY FOR 


Total 
HOSPITAL CHARGES Sub- 
totale all noe Other 


ectomy 1] surgery 


Obstet- 
Tics 2 


Non- 


247 


NON- 


Surgery 


surgery junknown 


surgery 
PISCSUE et aeeie <a silanes, <ehas, 2,099 837 189 648 
Not reported ?........ 20 5 1 4 
Reporte soc <its.c ce )e a7 2,072 832 188 644 
Patient responsibility....... 833 384 114 270 
OC. he Sa, ieee ieee 403 197 vie 120 
Deferred payment........ 323 133 11 122 
Benefit. lub... 6.0... 2e..2 27 15 3 12 

Unknown method of pay- 

BGTER: | Sis a5 Phas acate,'< 80 39 23 16 
Public welfare ic Pie aad 1,055 386 62 324 
Mixed responsibility. . 160 46 4 42 
All other responsibility . Abe wRESA 24 16 8 8 


1 Excludes 4 patients admitted for tonsillectomy but not operated. 


2 Includes 9 surgery and 1 surgery unknown. Abortions not included in this group. 


3 As to responsibility for payment of hospital charges. 
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TABLE 62 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


1,008 HOSPITAL RECORDS FROM 3 HOSPITALS CLASSIFIED BY SOURCE 
OF REFERRAL TO HOSPITAL AND FOLLOW-UP ADVISED BY HOSPITAL 
BY HOSPITAL! 


ee 


All Hospital | Hospital | Hospital 


hospitals Cc D Ja 
EP ARAN hil aiy csieiw eek eda 1,008 599 304 105 
Dieta heen rere rere 106 96 3 7 
Survivitie patients; ). ess s. see cs 2 os oe 902 503 301 98 
Patients for whom referral to hospital 
WHS NOP TEDOFLED od 5). oss san se 120 53 63 q 
Surviving patients for whom referral to 
hospital was reported............. 782 450 238 94 
Patients referred by physician....... 366 172 106 88 
Referred for follow-up to physician. 93 74 Lz 2 
Referred for follow-up to clinic. ... 172 83 76 13 
Transferred to other institution... . 1 Of oS POR oe et 
No follow-up referral noted....... 100 14 13 73 
Patients referred by clinic........... 336 210 120 6 
Referred for follow-up to physician . 2 i | i aero ee 
Referred fer follow-up to clinic... . 37. 202 13 2 
Transferred to other institution... . 2 24 . Sees) aoe 
No follow-up referral noted....... 15 5 6 4 
Patients transferred from other hos- 

11. AMR tg an RE 18 10 a a pat Base 
Referred for follow-up to physidian. P .i, .... 0° 5.200. 4 odes occ dee 
Referred for follow-up to clinic... . 8 4 OP eens 34 
Transferred to other institution.... 2 1 A Ee 
No follow-up referral noted....... 8 5 Glaeser te 

Patients referred to city physician.... 62 58 yO ee ee 
Referred for follow-up to clinic..... 58 54 Oia eee 
No follow-up referral noted....... 4 Sl sviseus, | ueeeee 


1See descriptive key list of hospitals on page 219. 
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TABLE 63 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


630 WARD PATIENTS (OBSTETRICAL PATIENTS EXCLUDED) CLASSI- 
aoe BY INTERVALS BETWEEN FIRST SYMPTOM AND HOSPITAL 
ADMISSION 


First sarin First 
symptom | Medical | symptom 
TIME INTERVAL gd 5 | aeeeno® | t and 
medical and hospital 
attention | hospital | sdmission 
admission 

Ce ee eo a terse ae ee oes 630 630 630 
Wat Re POLLCON DOM yi Fig wa. b Re. os eR 17 11 13 
TFRG TUES yo Phen iGo eds Fi UR Ie oA a ce 613 619 617 
Pama) meder DMmOMth 5... bi . 25.) bs os deat 424 328 240 
Under 1 month, unspecified................ 154 86 10 
LCE dIGE voit tebe eeteesiaae Oc emnnted Skee ge Be 134 116 56 
day and Under 2 Gays. 2 i. 000. se ede es 42 38 42 
2 days and under 3 days.................. 23 17 22 
rpciave and tinder 4 GAYS. tc. hc. os dene 20 12 17 
4 days and under 1 week.................. 15 il 23 
1 week and under 2 weeks................. 26 28 41 
2 weeks and under 3 weeks................ 9 13 21 
3 weeks and under 1 month............... 1 a 8 
1 month and under 2 months............... 21 43 32 
2 months and under 3 months.............. 11 24 19 
3 months and under 6 months.............. 19 51 52 
6 months and under 9 months.............. 12 25 36 
9 months and under 1 year............... : 5 18 17 
1 year and under 2 years................... 35 41 51 
2 years and under 5 years.................. 44 59 102 
5 years and under 10 years................. 11 7 24 
10 years and under 15 years................. 18 5 22 
15 years and under 20 years................. 7 4 10 


SPOMICHEDS AEC OCCE Pelee secon oo ch Shao. ie) alr ag eos 6 4 12 
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TaBLe 64 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


630 WARD PATIENTS (OBSTETRICAL PATIENTS EXCLUDED) CLASSI- 
FIED BY INTERVAL BETWEEN FIRST SYMPTOM AND FIRST MEDICAL 
ATTENTION! 


All Hospi- | Hospi- i- a Hospi- i- 
TIME INTERVAL hospi- rt tal “tae tal “ee 
tals A D Ji 
Ptah Fb ie. cals oben 8 ote LEGRIERD 630 76 192 85 94 108 75 
NGG PEDOreed ie bea). 5 bi aetete 6 didisiete Ean eda re 10 2 4 Pte cee 
RAGTtOR TS ae chs pine wel 613 76 182 83 90 107 75 
Total under 1 month............. 424 58 122 54 53 84 53 
Under 1 month, unspecified. .... 154 8 39 20 22 25 40 
Under lidey ws incwitas ice Sea 134 25 27 18 17 38 9 
1 day and under 2 ave HE} fea 42 12 17 4 5 3 1 
2 days and under 3 days........ 23 2 4 4 5 7 1 
3 days and under 4 days........ 20 5 10 0 OS See a Seapets 
4 days and under 1 week....... 15 2 8 1 3 eS Bee 
1 week and under 2 weeks...... 26 1 12 Ascii it 83 7 2 
2 weeks and under 3 weeks...... 9 2 Dil ca bang 1 hilset toss 
3 weeks and under 1 month..... 1 b  ieerirs BAGS Nerer amines”) i Seyi 8 rrr as Bi Pe 
1 month and under 2 months.... 21 3 6 2 3 4 3 
2 months and under 3 months... 11 1 3 2 3 1 1 
3 months and under 6 months... 19 4 1 3 2 5 4 
6 months and under 9 months... 12 1 3 1 2 4 1 
9 months and under 1 year...... ee es Ae 2 B P sebicar ba Qoave boss 
l year and under 2 years....... 35 2 15 5 5 3 
2 years and under 5 years....... 44 3 18 6 ll 3 3 
5 years and under 10 years....... 1 Soe Ani F000 BD Rriasiente 
10 years and under 15 years....... 18 3 5 4 5 I Eee as 
15 years and under 20 years....... (dink tah hh ee 2 2 1 + RA a 
20 years and over.............0-. 6 1 1 1 BAYES BO Gs 


1 See descriptive key list of hospitals on page 219. 
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TABLE 65 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


630 WARD PATIENTS (OBSTETRICAL PATIENTS EXCLUDED) CLASSI- 
FIED BY INTERVAL BETWEEN FIRST MEDICAL ATTENTION AND 
HOSPITAL ADMISSION! 


All Hospi- | Hospi- | Hospi- | Hospi- | Hospi- | Hospi- 
tal tal i 1 


TIME INTERVAL hospi- ta ta tal tal 

tals A D F H Ji J: 
TOUGH ood FG. a's b cia oc ats 630 76 192 85 94 108 75 
IAG FOPONER os be Bois ck Beco nted | ie eas & 6 1 1 2 1 
RBDOrted i Ait bation). bebe. cule i 619 76 186 84 93 106 74 
Total under 1 month............. 328 56 96 50 42 66 18 
under 1 month, unspecified... . . 86 c 26 18 14 12 9 
Rinder ii dag i406. on 5k eck aed 116 20 40 13 17 23 3 
1 day and under 2 days. . Ho 38 10 11 3 3 10 1 
2 days and under 3 days.. 17 4 2 1 5 3 2 
3 days and under 4 days.. ged 12 2 3 4ubly $.28 2 1 
4 days and under 1 week....... 11 3 4 Sop ye th Mapas... 
1 week and under 2 weeks...... 28 ie 4 5 2 9 1 
2 weeks and under 3 weeks..... 13 1 4 1 1 5 1 
3 weeks and under 1 month..... 7 2 2 Sule. dear HAO has 3s 
1 month and under 2 months..... 43 2 17 6 6 6 6 
2 months and under 3 months.... 24 2 6 2 2 5 7 
3 months and under 6 months.... 51 3 12 vi 5 13 4h 
6 months and under 9 months.... 25 3 7 3 9 1 2 
9 months and under 1 year...... a a er (18 Mire 2 4 3 5 
l year and under 2 years....... 41 3 9 5 8 4 12 
2 years and under 5 years....... 59 a 22 4 10 5 11 
5 years and under 10 years....... ty ps Ceenarorse a 6 2 4 3 2 
10 years and under 15 years....... BLE Sere 1 2 Solis Daa BMievas . 
15 years and under 20 years....... oe Seo 2 Daly OF. webbie DIR EON he 
20 years and over..........-..005 C's ates 2 1 Baye Saya ease sk. 


1 See descriptive key list of hospitals on page 219. 
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TaBLe 66 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


680 WARD PATIENTS (OBSTETRICAL PATIENTS EXCLUDED) CLASSI- 


FIED BY INTERVAL BETWEEN FIRST SYMPTON AND HOSPITAL 
ADMISSION ! 


Hospi- | Hospie | Hospi- | Hosni- | Hospi- | Hospi- 
TIME INTERVAL 


ta tal ta tal tal ta 
A D F H Ji J2 
BROCE FN, 0 nfo heap o Biot ro iereuadess 76 192 85 94 108 75 
ING PODOTUE aie. ls cPeiciesuestialbvnlevacvete a — bo Ue ubecaiain ahs 6 2 1 
WRB DONEC OMS hail site Site, «acer teoneuscaps 6 


Pe] 
o>) 
~~ 
oo 
for) 
i? 2] 
Ww 
© 
a 
e 
f=] 
a 
x 
> 


Total under 1 month 


Ue iaacoleey t 46 73 33. 26 5) 11 
Under 1 month, unspecified..... 1 4 DileGear) ce memes 3 
Undertiday.)..28..0cchibbicieis: tok 8 11 9 10 16 2 
1 day and under 2 days......... 12 12 3 5 MO) tied: 8.25, 
2 days and under 3 days........ 5 5 2 5 4 i 
3 days and under 4 days........ 4 8 1 2 Peake... 
4 days and under 1 week.:..... 5 10 4 1 2 1 
1 week and under 2 weeks...... 9 13 “f 3 8 1 
2 weeks and under 3 weeks..... 1 7 Sah £208 i. 3 
3 weeks and under 1 month..... 1 3 Dili fwahs Da) ee a 

1 month and under 2 months..... 6 8 4 3 8 3 
2 months and under 3 months.... 1 74 1 1 6 3 
3 months and under 6 months... . 4 13 5 6 12 12 
6 months and under 9 months... . 2 8 6 10 6 4 
9. months and under l:year.....).0) 6 17.) wc... 4 1 3 4 5 
l year and under 2 years....... 4 12 11 3 5 16 
2 years and under 5 years....... 10 38 10 23 8 13 
5 years and under 10 years.......| 24] ..... 9 1 4 3 7 

10 years and under 15 years....... 6 7 vg A ates. OF 

15 years and under 20 years.......| 10] ..... 4 2 1 Sariaget. 

20. yeare SndsOver. ....2) lessecdes 2 4 2 4 


1 See descriptive key list of hospitals on page 219. 
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TABLE 67 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


141 WARD PATIENTS (OBSTETRICAL) CLASSIFIED BY MONTH OF 
PREGNANCY IN WHICH ANTE-PARTUM CARE, CARE BY PRIVATE 
PHYSICIAN AND CARE BY CLINIC BEGAN 


Ante- Care by Care 


partum private by 
MONTH OF PREGNANCY care physician | clinic 
began began began 

Total obstetrical cases. ..................05- 141 141 141 
Cases receiving no medical attention prior to 

HOBDICAIZEION) a.2. 6S.) Oe a. es Bee eee 8 61 78 

Total cases receiving medical care!............... 133 80 63 

MERTON, COCK tactics hor ces to ctece aes os 15 9 6 
First seen by physician within 24 hours of 

HGSEERIZA ION way S56 tiles oo tect ee be a 3 Chal deve ee 

Remainder of 9th month: 4.0.3: 0.0.5 0.60) 655- 12 6 6 

SE HOU Sosictide ws 6 eins tae oa hist Sheek ee cs 13 6 8 

TUS SPOT CLs Se AN UB cee Slanimman Me vate a Ae a Guang 22 4g 20 9 11 

Uli 12: GEL patie Sy inntipaene meena aN aha i Dibagie Se Oi 10 4 6 

Fi TE GUPtTE Moya Asai ile Mi spain shat ee: Gea 14 5 11 

PEON N SCR Re aa Teretax e Yietih rah WatstaAvis. HAVRE ain Sh 16 12 6 

EC TOML ERY (ries, Jan eis Vadvieien, Li), Deere Pe occ. 15 11 6 

AG TOU Nise cet eae leade da tee Sten ante ae 23 19 4 

PP AEIC HEED M are Ae, idee srordle are tidht's: Raia Sinierart eens ioe 4 6 3 3 

(WinME seas ii. ROVERS Se os Reale fe re ee a 1 2 2 


1 Ten cases received care from both private physician and clinic during the course of pregnancy. 
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TABLE 68 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY INTERVAL BETWEEN HOSPITAL 
APPLICATION AND HOSPITAL ADMISSION ! 


Aut Patents, Except OssretricaL PATIENTS 


TIME INTERVAL Total patients, 
All | Hos-| Hos- | Hos- | Hos- | Hos- | Hos- alt 


hos- | pital | pital | pital | pital | pital | pital | hospitals 
pitals} A D F H 1 Je 
POLAE ios ida oss nae BURT 771 | 630 76 | 192 85 94} 108 75 141 
Not reported 8h5. 52.004 RE a: 160 98 2 19 12 30 10 25 62 
Hospital arrangements not made by 
PAteet OP IANS... hose css sacteas 8 59 1 3 9 25 5 16 27 
Unknown interval.......:........... 74 39 1 16 3 5 5 9 35 
RAMONE de mech y e Mackec temas rinnerane 611 | 532 74) 173 73 64 98 50 79 
mer anti. von otto tes er eee 481 | 426 70 | 117 53 59 87 40 55 
1 day and under 2 days.............. 32 31 1 9 10 3 5 3 1 
2 days and under 3 days............. 17 16 2 7 5 o£ 1 a 1 
3 days and under 4 days............. 11 i ate te ie recy Ol acre 4 
4 days and under 1 week............. 18 20 Fess 13 2 ps es 1 1 
1 week and under 2 weeks............ 21 IB es 13 2 1 2 ide 3 
2 weeks and under 3 weeks........... 16 14 1 5 1 Wie 2 5 2 
3 weeks and under 1 month.......... 10 Ae Rate 2 Ars sie 8 . 
4 


1 month and over,... 3.82... +355. 5 14 eu 1 


1 See descriptive key list of hospitals on page 219. 


TaBLe 69 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY PLACE WHERE PATIENT 
RECEIVED FIRST MEDICAL ATTENTION FOR ILLNESS WHICH LED 
TO HOSPITALIZATION ! 


Aut Patients, Except OsstetricaL PATiEeNnts 


, <i 

SCENE OF FIRST aan RRR Ie ayia i nips eas 
Total patients, 

MEDICAL ATTENTION All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos-| all 


hos- | pital | pital | pital | pital | pital | pital | hospitals 
A D F H | J 


he) RE Gr eee ume oe g Riss fir cas ae 771 =| 630 76 192 85 94 | 108 75 141 
Not reported oip.ciss) citi waite se 19 18 1 4 7 2 2 2 1 
Raported 2 vais ce ceawres draeeneany 752 | 612 75 188 78 92 | 106 73 140 

Physician's OCG... 6.5 sic as vee ceuels 2642] 442 48 52 34 44 42 71 

limit: ccaimccmec roe s ss Aes ales 1 1 it 6 3 53 
School...... ais 2 sigs 3 15 1 We ciwasente 
Hospital eee 24 3 ie baa 6 4 2 8 
PAGEHU S HOMO S025 carceicvctxannewaes 2314 | 2234] 284 67 25 30 51 22 8 


1 See descriptive key list of hospitals on page 219. 

2 Includes 1 dentist's office. 

3 Includes 19 patients first seen at this hospital admission. 
4 Includes 1 police station. 
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TaBLe 70 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY REASON FOR DELAY IN 
SECURING MEDICAL CARE! 


Aut Patients, Except Osstetrica, Patients 


Obstet- 

——_-  ———] rica 
REASON FOR DELAY Total patients, 
All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- all 


hos- | pital | pital } pital | pital | pital | pital | hospitals 
pitals| A D F H Ji Je 


Co a ee Heneelee! Saupgnpes aire 771 630 76 192 85 94 108 75 141 
INGMPODOTEAU fs 5 cca e toned oke vector een 31 26 2 19 1 LO epee | eae 5 
(OR cet coicialc hia viccudsa can ep uc ets 740 604 74 173 84 90 | 108 75 136 
ING Celag incite Sates Se ceetes- 347 301 41 70 40 40 71 39 46 
Wothl- delayed st ince ces ooo edivtccs 393 303 33 103 44 50 37 36 90 

Self neglect.......... en ee 33 6 4 10 8 3 2 14 
Did not realize necessity ............. 181 136 15 48 24 12 17 20 45 
Unable to pay for medical care....... 1222 99 10 37 6 21 14 11 232 
Unable to pay for medical care and self 

OMG doa cick Was Jagr eed eget: 6 Cl | Pas 3 1 2 

Unable to pay for medical care and did 
not realize necessity ............... 16 14 1 6 1 3 + el ee 2 
Othor reasons *.o. o3 550.5. oe ae. 21 17 1 5 2 Opes 3 4 


1 See descriptive key list of hospitals on page 219. 

2 Includes 2 which state also “ free clinic not available.” 

3 Other reasons include: refused welfare authorization (3), refused free care by private physician 
(2), refused free care by city physician (1), physician not available (2), waited for appointment 
at special rate (4), roads impassable (1), delayed operation until summer (2), father would not 
allow tonsillectomy (1), thought tonsils would grow back if operated before five years of age 
(1), away on trip (1), ashamed to have pelvic examination (1), Christian Scientist (1), treated by 
nurse at child carlng institution (1). 
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Taste 71 anp 71 Combined 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY (A) TYPE OF SELF-MEDICATION 
EMPLOYED FOR ILLNESS LEADING TO THIS HOSPITALIZATION AND 


(B) SOURCE OF RECOMMENDATION OF REMEDY USED FOR SELF- 
MEDICATION ! 


Aut Patients, Except OsstetTricaL Patients 

Obstet- 

rica 

(A) TYPE OF SELF-MEDICATION | Total patients, 
All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- 


a 
hos- | pital | pital | pital | pital | pital | pital | hospitals 
pitais}| A D F H J1 Je 


Totalsapheet cb sha vision dese se cite Paw 771 | 630 76 | 192 85 94 | 108 75 141 
Not Yepotted, Waiwivescasaks ees. ese. 14 14 6 LAly eescie Oh aS See 1A es ae 
Roportedsiichisaies Sy Ri0 << Ae gies oboe 757 | 616 70 | 191 85 88} 108 74 141 
No self-medication. ...............005- 551 | 416 44) 115 57 65 79 55 135 
Total self-medication.................. 206 | 200 26 76 28 22 29 19 6 

USP medication only................ 59 57 15 17 8 3 9 5 2 
USP and proprietary medication..... x 37 35 6 16 2 3 5 3 2 
USP, proprietary medication and appli- 

SHOES EE ark HEE. G aie Be Sodivigr sels 2 Big 2 ds oO eee ee 
USP medication and appliances....... 5 DU cleiore 2 1 1 de lost aavleavatieantss 
Proprietary medication only.......... 60 58 2 22 6 11 7 10 2 
Proprietary medication and appliances. 7 (Eber 5 1 1} ee. (es eeoeeke eee 
Myplianees Only sisi. 6 saints geo 29 29 1 ll 6 3 7 i I | Reet. 
Other self-medication?............... 7 7 2 1 4 ie 


see eeeeee 


(B) SOURCE OF RECOMMENDA- 
TION 


200 26 76 28 22 29 19 6 
3 8 4 13 2 7 (dah baer ee t= 
105 11 53 8 9 15 9 5 
12 2 5 2 2 1 iis ips 
ll 2 3 2 1 ee Dosa eee 
Dia csrears 1 1 MN sri sisi} eeteenaatsiant 
Brine: § tbicset pee EAS beet orm Poor ae 
10 2 5 1 a eee 1 1 
20 1 4 1 4 5 5 


1 See descriptive key list of hospitals on page 219. 


? Includes self-medication, not specified (3), dietary regulation (2), smoke and oil in ear (1), 
tried to remove splinter (1). 


* Patient failed to indicate primary source of suggestion. 
4 Includes nurse (3), physician for previous illness (2), written source and neighbor (2), dentist (1) 
salesman and family (1), druggist and family (1), neighbor, family, druggist and radio (1). 
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TABLE 72 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY STATEMENT REGARDING 
REGULAR FAMILY PHYSICIAN} 


Aut Patients, Excerr OsstetricaL Patients 
Obstet- 
fe] ical 
REGULAR FAMILY PHYSICIAN | Total patients, 
All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- all 
hos- | pital | pital | pital | pital | pital | pital | hospitals 
pitals| A D F H Ji Ja 


Watal ee. k SBE 2 4 NOe cot BRse cles 771 | 630 76 | 192 85 94 | 108 75 141 
NOtIranOntOt cb Pisce dacctyetshcce tes 4 yy | ee Bil a. onc mapa ehenenalin sao Sulletiats shes 2 
Repontedier ss. ih davis cee hQee sb Rhos ced 767 | 628 76 | 190 85 94) 108 75 139 

Have regular family physician........ 463 | 399 55 89 60 58 80 57 64 
Have no regular family physician..... 304 | 229 21 | 101 25 36 28 18 75 


1 See descriptive key list of hospitals on page 219. 
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Tasie 73 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY CONTENT? OF PHYSICAL EXAMI- 
NATION PRIOR TO THIS ILLNESS AS REPORTED BY PATIENT! 


Patients, Exciupine OssTETRIcAL 


—— 
CONTENT OF PHYSICAL ee 
EXAMINATION BY MINIMAL _ | Total plies 
PROCEDURES # All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- all 


hos- | pital | pital | pital | pital | pital | pital | hospitals 
i A D F H J oer 


Total. do. vio Fete ccb Maine’ 141 
Uncertain physical examination.........| 338] 331] 2] 27] 2] ....) 1] 2] ......... 
Reported: Ae ns We dP cnt rec he 141 

No physical examination............. Py i 
Total physical examinations.......... 63 

Complete minimal physical examina- 

28 0 ee oe err arena 24 

Part of minimal physical examination 32 

None of minimal physical examina- 

tion but other procedures........ 2 
Unknown content of physical exam- 
SNAG ON eck seas satearnGWe caieade 5 
CONTENT OF PHYSIC 
EXAMINATION BY LABORATORY 
TESTS 4 
Total physical examinations............ 63 
Laboratory tests performed.......... 48 
No laboratory tests reported.......... 10 
Unknown content of physical examina- 
MON 6 til eecaediea nes cove tens 5 
1 See descriptive key list of hospitals on page 219. 
2 The schedule contained the following items: 
# All parts of body examined. Genital exam, in males. xz Blood count. 
Clothes removed. Vaginal exam. in females. x Blood test (Wasserman). 
# Use of stethescope. Rectal exam. a X-rays. 
# Blood pressure reading. x Urinalysis. x Sputum exam. 


: : ; Other (specify). 
3The # items above are considered ‘“‘ minimal physical examination ”’ for the purpose of this 


y. 
4 The z items above are considered “ laboratory tests.” 
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TaBLE 74 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY (A) PLACE WHERE PHYSICAL 
EXAMINATION DESCRIBED IN TABLE 73 WAS PERFORMED AND 
ETA THIS EXAMINATION WAS PERFORMED BY PRIVATE 
PHYSICIA 


Aut Patients, Except OpsterricaL Patrents 


eg 
rica! 
(A) SCENE OF EXAMINATION Total patients, 
tea. Fare | ea) | eck | peel (cient | Het | ocho 
os- | pi pi pi pital | pi ital Ospi 
pitals} A D F H Ji _ a ss 
Ota Mies aakiont deta ascend bak vee 771 | 630 76 | 192 85 94} 108 75 141 
Uncertain fer examination......... 33 1 27 2 1 Pot) aes 0 aaa 
No physical examination............... 315 | 237 35 69 38 31 42 22 78 
LOSES Se 2 Re Bee arian 360 40 96 45 63 65 51 63 
WNotreported ff.6 obo .003 5. oe aks 39 31 2 9 6 8 
ORM acta A eee gwd Ghis's <ix.o,sh s 384 | 329 38 87 36 59 59 50 55 
Physician’s office...............0+- 128 | 102 18 16 13 13 24 18 26 
Health department clinic........... 4 4 1 Fl ede Hs Fy (Raa eee Sa 
Industrial clinic...............20+% 12 12 2 3 4 2 - fk eae peta 
Other clinic, including out-patient 
department of hospital........... 65 48 1 24 3 5 7 8 17 
i RR a Sn EE er ae 85 80 14 12 5 29 6 14 5 
IMMAME Sta o keel ats vscen us cess 61 55 3 20 6 5 16 5 
Pasion 8 DOU ise bic ds dois sy eins 15 15 9 1 2 2 Bolvecvcser cs 
MBER am oad wactcbiaw sk aciclsteklaaies 14 13 3 3 rh 4 3 1 
(B) Re nk MAKING 
EXAMINATION 
WGEAE GERANINGG Soi c.thetas's do dutdacid-s eas s 423 | 360 40 96 45 63 65 51 63 
Nab POROMLER  ciadtew. Fis acmateisieos «> 36 30 4 6 8 7 4 1 6 
AIOE oa ad as sdchewie HE aArepitis.o «ss 387 | 330 36 90 37 56 61 50 57 
Examined by private score aaa 160 | 129 16 31 17 15 30 20 31 
Examined by other physician....... 227 | 201 20 59 20 41 31 30 26 


1 See descriptive key list of hospitals on page 219. 
2 Other places include United States Army (8), United States Navy (1), Civilian Conservation 
c= Me Immigration Station (1), City Hall (1), and New York City Department of Water 
upply 
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Tasie 75 


New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY STATEMENT REGARDING 
PERIODIC PHYSICAL EXAMINATION! 


Aut Patients, Excepr OsstetricaL PATIENTS 


Obstet- 

oe _—]  rical 
PERIODIC PHYSICAL Total patients, 
EXAMINATION All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- I 


a 
hos- | pital | pital | pital | pital | pital | pital | hospitals 
pitals| A D F H Ji Je 


SBOE eardaedhacce enero ereuvded 771 | 630 76 | 192 85 94} 108 75 141 
No evidence of periodic examination. ... . 660 | 521 62} 160] 79) 72) 89] 59 139 
Periodic examination reported.......... 111} 109 14 32 6} 22 19 16 2 
Examined every year................ 67 67 10 18 3 21 4 Wh digtvepuptt es 
Examined twice a year........... sab AO | 1d 1O50R + od (i ee | Se 5 1 1 
Examined more frequently than twice a 
VOar ea CO OST ak hs aes 20 20 2 5 ee ee 9 Bul Rawse ven 
Examined at unknown intervals...... 13 12 2 5 2 1 1 1 1 


1 See descriptive key list of hospitals on page 219. 
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Tasie 76 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


630 WARD PATIENTS (EXCLUDING OBSTETRICAL PATIENTS) CLASSI- 
oy et DURATION OF CARE BY PRIVATE PHYSICIAN FOR THIS 
IL 


All Hos- | Hos- | Hos- | Hos- | Hos- | Hos- 
DURATION OF CARE hos- pital pital | pital pital pital | pital 
Pitals A D F H J1 J2 
LGU 2 Bite ii eeceanens iantens Paes a 630 76 192 85 94 108 75 
No care by private physician prior to 
hospitalization:!!..). 2.5.42.) ) Bea ae Pal 81 1 29 8 6 
Total patients cared for by private 

physician prior to hospitalization 505 76 111 84 65 100 69 
Unknown duration of care........ 10 1 ya | oa ee I es eb fal eae 
Duration of care known.......... 495 75 104 84 63 100 69 
Total under 1 month........... 302 59 68 51 44 58 22 
3505 COR St: 5 Sn a ea 86 26 14 1) 21 6 2 
1 day and under 2 days...... 84 8 28 4 10 23 11 
2 days and under 3 days...... 34 4 6 5 7 10 2 
3 days and under 4 days...... 20 i. 1 5 2 4 1 
4 days and under 1 week..... 14 4 5 Siijelis Lee 1 1 
1 week and under 2 weeks.... 35 8 5 10 3 7 2 
2 weeks and under 3 weeks... . 22 2, “i 4 1 5 3 
3 weeks and under 1 month... (ay SEO 2 SUR aatcted Per scan arava 
1 month and under 2 months... 35 2 5 9 4 8 7 
2 months and under 3 months. . 18 4 1 2 3 2 6 
3 months and under 6 months.. 36 2 8 4 3 12 7 
6 months and under 9 months. . 16 2 2 3 2 2 5 
9 months and under 1 year..... (a Se 1 3 1 1 1 
1 year and under 2 years...... 27 1 5 6 1 6 8 
2 years and under 5 years..... 28 3 iw 2 2 6 8 
5 years and under 10 years..... 17 1 5 z 2 4 3 
10 years and under 15 years..... (i s| Ganeieee 1 1 i 1 2 
15 years and under 20 years..... i Diba cake Re catolelat Pate tis oC Mite eae abe et ernie 
20 YOAIS ANG. OVER xcs: <\ec8:0:< 50.0% Paden wearers 1 A fh cetateteca: oe averatter sd eesicanetze 


1 See descriptive key list of hospitals on page 219. 
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TasBLe 77 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY CONSULTATIONS OBTAINED 
BY PRIVATE PHYSICIANS? 


Aut Patients, Except OssTerricaL Patients 


CONSULTANT Total patients, 
ten = a0 i. ma a a3 . on te 
os- | pital | pital | pital | pi pi pital ospi 
pitals| A D F H Ji Je 


Be Sy Ue i CES ee dpe ge 771 | 630 76 | 192 85 94} 108 75 141 
Not cared for by private physician prior 
to hospitalization. ............cc0008 186} 125].... 81 1 29 8 6 61 
Cared for by private physitian.......... 585 | 505 76 | 111 84 65 | 100 69 80 
Motreported 5.253: Ate sss tc aaee does 17 15 3 Othioe. 4 2") webs 2 
MepOrted? beds sas Uh Sah ose ascend 568 | 490 73 105 84 61 98 69 78 
Physician called consultant......... 54 52 11 6 14 1 16 4 2 
Physician did not call consultant....| 514 | 488 62 99 70 60 82 65 76 


1 See descriptive key list of hospitals on page 219. 
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TABLE 78 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939! 


771 WARD PATIENTS CLASSIFIED BY CONTENT? OF PHYSICAL EXAMI- 
NATION BY PRIVATE PHYSICIAN FOR THIS ILLNESS AS REPORTED 
BY PATIENT 


Aut Patients, Except OssterricaL PaTiENts 


Obstet- 
CONTENT OF PHYSICAL | tical 
EXAMINATION BY MINIMAL | Total patients, 
PROCEDURES: All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- all 
os- | pital | pital | pital | pital | pital | pital | hospitals 
pitals H Ji Ja 
Ln See AS Re RR 771 | 630 76 | 192 85 94 108 75 141 
Not cared for by private physician prior 
to hospitalization... ................ PROC EOE te ccs 81 1 29 8 6 61 
Cared for by private physician.......... 585 | 505 76} 111 84 65 | 100 69 80 
No \ a report of piso! examina- 
tion by private physician‘....... 83 75 11 20 13 19 10 2 8 
Total physical examinations.......... 502 | 430 65 91 71 46 90 67 72 
Complete minimal physical examina- 
UG. COE Bs SS aesna! BS ee 94 73 5 24 11 2 19 12 21 
Part of minimal physical examination} 248 | 199 16 54 29 22 44 34 49 
None of minimal physical examina- 
tion but other procedures......... 158 | 156 44 13 31 21 26 21 2 
Unknown content of physical exam- 
MUMOIOIE Seca en 05. sitet ees 3 3 Ud ob eel 38) eet ot Bae 1 BP aces Peake cclameass 
CONTENT OF PHYSICAL 
EXAMINATION BY LABORATORY 
TESTS5 
Total physical examinations............ 502 | 430 65 91 71 46 90 67 72 
Laboratory tests performed........... 233} 167 28 46 28 12], 34 19 66 
No laboratory tests reported.......... 267 | 261 37 45 43 33 55 48 6 
Unknown content of physical examina- 
LE a Sparen Capen 2 2 1 Lil os eopsby baveetenldes 
1 See descriptive key list of hospitals on page 219. 
2 The schedule contained the following items: 
# All parts of body examined. Genital exam. in males. az Blood count. 
# Clothes removed. Vaginal exam. in females. az Blood test (Wasserman). 
# Use of stethescope. Rectal exam. a Sputum exam. 
# Blood pressure reading. x Urinalysis. Other (specify). 


3The # items above are considered ‘‘ minimal physical examination ’’ for the purpose of this 


study. 
4 Tachadin 13 patients uncertain as to whether physical examination was performed. 


5 The x items above are considered ‘‘ laboratory tests.” 
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TaBLe 79 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


141 WARD PATIENTS (OBSTETRICAL) CLASSIFIED BY CONTENT! OF 
PHYSICAL EXAMINATION BY PRIVATE PHYSICIAN DURING THIS 
PREGNANCY AS REPORTED BY PATIENT 


Obstetrical 


CONTENT OF PHYSICAL EXAMINATION patients | Percent 


ROUB is Ppa eke ce tie ear eso Ces hae ee 141 100.0 
Not cared for by private physician prior to hospitalization. . 61 43.3 
Cared for by private physician.....2.............000000- 80 56.7 
No physical examination prior to hospitalization........... BS [oes tees 22 
Total physical examinations................00cceeceeeeee 72 100.0 

All four testa completed |... och a sh dase oa doles nies 32 44.4 
Three of specified tests completed...................... 20 27.8 
Two of specified tests completed. ...................05. 15 20.8 
Only one of specified tests completed................... 4 5.6 
None of specified tests completed...................4.. 1 1.4 

Ota RS EOE Oe PEE EL Ree Ra be cere 72 100.0 
Blood pressure done. <P 28 Ss. SA a 2 eee 68 94.4 
ORONO: SIAMMRANU ID TG ITN so 8s. ose hsrsscach cm ead oouenan 4 5.6 

yi POP Gy PUR eters UPcPaaee CM SNUB Sraremta pemhey SC 72 100.0 
Vaginal exannation done...) 6. 6b es eb eek cue ceee se 40 55.6 
Vaginal examination not done..................0000005 32 44.4 

Otal, op co! oe. | ees chap sb Bas ch Be os begets oh tam steees 72 100.0 
Urinal yeis dane... fcc bik cocebs exabac cubs costae 64 88.9 
Urinalysis not done), oo) 6ac.crcihace bBo Pes cents 8 af 1 

MOL a nil ss Oe 4A Rk RRL AA aos aaa eee ee 72 100.0 
Blood test done... 6. sccesscsetncvsss caurehiwerleta 50 69.4 
Blood test sigh one 2.8... See ee Jetige Dee 22 30.6 


1 Analyzed in terms of procedures considered essential to prenatal care. 


. 
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TasBLe 80 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


279 


771 WARD PATIENTS CLASSIFIED BY METHOD OF PAYMENT FOR 
SERVICES OF PRIVATE PHYSICIAN PRIOR TO HOSPITALIZATION 


FOR THIS ILLNESS? 


METHOD OF PAYMENT FOR 


PRIVATE PHYSICIAN’S SERVICES| Total 


No care by private physician prior to 
HOB ASEMAUIONES <0 'os 0:0 5 bocce i's 08 ein 
Total patients cared for by private physi- 
cian prior to hospitalization.......... 
Not reported as to payment for physician's 
MORUICO De I ce CEN whic o's’ Boke 
Method of payment reported........... 


Patient assumed responsibility........ 
With credit from physician......... 
Without credit from physician...... 
Unknown as to credit.............. 


Other agency ? assumed responsibility. . 
Patient and other agency shared respon- 


SBIGY 0: F< de phlasts 1EY < geiassibres 
Free care by physician............... 


Aut Patents, Except OsstetricaL Patients 


All | Hos- 
hos- | pital 
pitals| A 
630 76 
125 
505 76 
6 3 
499 73 
352 52 
277 47 
52 3 
23 2 
123 17 
11 3 
13 1 


1 See descriptive key list of hospitals on page 219. 
2Includes such agencies as public welfare, compensation fund, industrial fund and private 


welfare. 


ao 


Hos- 


Qa 


noe 
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TaBLE 81 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 ! 


630 WARD PATIENTS (EXCLUDING OBSTETRICAL PATIENTS) CLASSI- 
FIED BY DURATION OF CLINIC CARE PRIOR TO HOSPITALIZATION 
FOR THIS ILLNESS! 


All Hos- | Hos- | Hos- | Hos- | Hos- | Hos- 
DURATION OF CARE hos- pital | pital | pital | pital | pital | pital 
pitals A D F H Ji J: 
Potalene sculegs tater 5 eae. be 630 76 192 85 94 108 75 
No clinic care prior to hospitalization. 476 76 77 83 86 100 54 
Total patients cared for at clinics prior 
to hospitalization.............. i a” | eet 115 2 8 8 21 
Unknown duration of care........ AO res 10 1 3 1 4 
Duration of care known.......... USD [ecunas 105 1 5 7 a7. 
Total under 1 month........... x ie | Genoa 57 1 3 4 
Under f day oF. . F8. 2d 15} WA. . 12 1 1 dot Kia. 
1 day and under 2 days...... TT) | epee PRED eisae Dl 1 3 
2 days and under 8 days...... a | EB Boh cis uhebaves 31 ace wk bos ie 
3 days and under 4 days...... An Ree BY oe cnjeva RPE TCS ee Ly ese at, 
4 days and under 1 week..... TAG | WARiaere as Aiirarar, SOR Mayes. sie 2 Aa Ue RRR Ba go 
1 week and under 2 weeks.... 40} 3385: 9 DROME Sew BOIS. 1 
2 weeks and under 3 weeks.... 6 ek... 5.1. Aen Gin wh iss jee x 
3 weeks and under 1 month... 4) i... BT cSherecs ERR OS FRR ss 
1 month and under 2 months.... 27) PRL 3 1B:ip es gael: Berane 1 3 
2 months and under 3 months... Ob weed ToW acsheta Tear ealey aes 1 
3 months and under 6 months... BE shel Bee LB ae Lee eee. 1 1 
6 months and under 9 months.. . 1 a |e ae ya dae, Cae i A ie ree 1 
O,months atid under 1 year. 303.0) ob BB ee dees De Sted = | see hk 
1 year and under 2 years....... y fee tare pos eee tains Nae 1 3 
2 years and under 5 years....... 10a: sess Be diktop 9 | 1 
1 See descriptive key list of hospitals on page 319. 
TABLE 82 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 
771 WARD PATIENTS CLASSIFIED BY PATIENT’S REPORT OF 
DELAY IN HOSPITAL ADMISSION! 
AL Patients, Exagpt OssterricaL Patients 
— 
rica 
DELAY IN HOSPITAL ADMISSION] Total patients, 
ifs | Seat | est | Heer | biesl | areel | prea! | hoopltale 
os- | pi pital | pi pital | pi pi ospi' 
pitals D F H Ji Je 
GAD sain ey dalek Uo eloeneee 771 | 630 76 | 192 85 94} 108 75 141 
INGE EBDOTURG eo )o ois é. casas vena eeaneeee 12 11 3 1 5 fe Rae eel Cree 1 
RODOPEOU ice Sctwina sean poveiiaaleneen 759 | 619 73 | 191 80 92} 108 75 140 
No delay in hospital admission........ 687 | 547 72) 145 76 84} 104 66 140 
Delay in hospital admission.......... 72 72 1 46 4 8 4 1 es Ree ek ees 
Waiting for special rate............ 12 cea Pane Re Mee) +) OR 7 1 OT eossiece 
Other reason for delay............. 60 60 1 46 4 1 3 is Nerenere eee 


1 See descriptive key list of hospitals on page 219. 
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TABLE 83 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY MEDICAL CARE FOLLOWING 
HOSPITAL DISCHARGE! 


Aut Parmnts, Except Ossterrica, Patients 


Obstet- 
MEDICAL CARE nt 
jents, 
Total} Atl | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- Pall 
hos- | pital | prtal | pital | pital | pital | pital | hospitals 
pitals| A D F H Ji J: 

SP GEAE Gta ct Sttkcn lo Poeisiat Atice obs 771 | 630 76} 192 85 94} 108 75 141 
Died in hospitals 3...) f5.600.00 0.05. 24 23 6 4 1 1 7 4 1 
Surviving patients.................000- 747 | 607 70 | 188 84 93 | 101 71 140 

NGG TENOSLOG ho Fh. etc de oisield oars sabre 2 oie.) : ol REE b OG Irena: Steers ae oN gs Renna 
Heported acc Seas ee. ee 745 | 605 70 187 84 92 101 71 140 
No further medical care............ 191 | 140 8 ‘i 54 19 23 51 
Wadtenb carers. s32 2525. 25625436 554 | 465 62 158 77 38 82 48 89 
Physician only................5. 315 | 277) 59) 14) 75] 25) 70) 34 38 
Physician and nursing service..... 13 Oa 38 1 2 3 1 2 4 
CRM GNEG Fh, ahs Bas eco} ce ised 160 145 }>.... i ise ea 1 7 ll 15 
Clinic and nursing service........ 24 OS at 8 1 1 ose 14 
Nursing service only............. 30 12 1 ~ 7 aH 18 
Physician and clinic............. 4 i “soap 3 ro 1 peed etnies 
(1ST Le ne ee ce ee OA 8 8 2 2 1 2 ne [ae 


1See descriptive key list of hospitals on page 219 
2 Includes hospital (4), non-medical institute oN “non-medical institute and physician (1). 


TABLE 84 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY INDIVIDUAL ANNUAL 
CASH INCOME? REPORTED! 


Aut Patients, Excerpt OnsTetRicaL Patients 


INDIVIDUAL INCOME Total patients, 
All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- all 
hos- ae eng pital | pital | pital | pital | hospitals 


pitals F H Ji J2 
TS PS SS alee BC SERS ees Ae 771 | 630 76 | 192 85 94} 108 75 141 

INGUEODOROD ia tee sic - ndea ds wala hee wate 33 32 8 16 3 ae 
VC hoo Be age seteeaties Bil) bey ies” eae Nie 738 | 598 68 | 176 82 94 | 103 75 140 
No cash Mcomeii. 1.6 fs 6d .iep seen 5423) 406 44] 105 55 71 75 56 136 
FLOMGE OMG cap 64s Es oo) EE Leeks 65 64 4 18 5 15 7 15 1 
Under $400 2) S25 la.g4 TE 33 31 4 15 5 2 || ae fs 2 
$400 and under $600.... 29 28 8 10 1 3 4 2 1 
600 and under 800 28 4 11 it 2 MUR diicarendbdacciemne see 
800 and under 1,000 7 a 1 3 1 | YANO Bal Ue Elta ined 
1,000 and under 1,500 25 25 2 8 a 1 6 2 atl Ahn eae 
1,500 and under 2,000 8 8 1 6 Dc prvdtnie Aloe ode Pome Dec et heatetes 
2: O00 and: OVOP seca tie Sacto s Feces 1 1 RE RR SR ile ERA ig a C's eae » Nl Oe eee 


1See descriptive key list of hospitals on page 219. 
Bcc income includes WPA wage, pension or relief allowance when supplementing other income 
sou 
3 toatudes all non-workers. 
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TABLE 85 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY FAMILY ANNUAL 
CASH INCOME? REPORTED ! 


Aut Patients, Except OssTetTricaL Patients 
Obstet- 
ical 
FAMILY GROUP INCOME Total patients, 
All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- all 
hos- | pital | pital | pital | pital | pital | pital | hospitals 
pitals| A D F H Ji J: 


TOtal Oc ck Meta cs Ae eke 771 | 630 76 | 192 85 94 | 108 75 141 
NoUFreported ck seca nas eca ste cee 126} 109 22 38 19 15 8 vs 17 
Reported’ it.c. tihcd BR cee BR: ad 645 | 521 54} 154 66 79 | 100 68 124 

NO GASh INCOMG.,...65:010 dc0 se dees oho 17 16 2 4 2 1 5 2 1 
Rohtefionly 5. ctikat. vemibits bobR act. 74 66 4 23 3 11 14 11 8 
Uniden S400. t). sweh cies bcuesads 58 50 8 12 6 15 3 6 8 
$400 and under $600.............. 72 60 8 16 6 15 12 3 12 
600 and under 9800.............. 131 | 102 9 33 11 14 21 14 29 
800 and under 1,000.............. 63 51 9 16 sf 8 8 3 12 
1,000 and under 1,500.............. 158 | 112 10 35 16 13 18 41 
1,500 and under 2,000 .'...........;. 52 40 4 8 8 2 12 6 12 
2000 Sndiover fag dese aeaksies 25 B11 | ees | 7 7 joieun 5 5 1 


1 See descriptive key list of hospitals on page 219. 
2 Cash income includes WPA wage, pensions or relief allowance when supplementing other income 
source. 


TasBLe 86 
New York State (Exclusive of New York City) 
Study of Patients Discharged from Hospital Wards, 1939 


771 WARD PATIENTS CLASSIFIED BY INTERVAL BETWEEN 
HOSPITAL DISCHARGE DATE AND INTERVIEW + 


Aut Patients, Except OssTerricaAL Patients 


Obstet- 

i} oie 

TIME INTERVAL Total patients, 
All | Hos- | Hos- | Hos- | Hos- | Hos- | Hos- all 


hos- | pital | pital | pital | pital | pital | pital | hospitals 
i A D F H 


pitals Ji Je 

LOMAS FUGA sec ta cee cave ere SonEr 771 | 630 76 | 192 85 94} 108 75 141 
Notireporced. .. tc Se edas deen acne 8 Ye ol aes a, RS © 2 2 Bit dec 1 
RODOFECOE b's ose chide coe as ina'c alten ees 763 | 623 76} 192 83 92 | 105 75 140 
1 month and under 2 months........ 98 37 44 5 il 1 5 

2 months and under 3 months....... 113 | 109 16 43 19 9 14 8 4 

3 months and under 4 months....... 137 | 125 14 22 19 18 34 18 12 

4 months and under 5 months.......} 145] 118 9 34 il 20 20 24 27 

5 months and under 6 months....... 124 OFS Ss... 5 32 15 6 18 21 32 

6 months and under 7 months....... 64 43 4n 0,6 Ie 18 11 9 8 3 21 

7 months and under 8 months....... 40 16 rh 4 2 2 San My 24 

8 months and under 9 months....... 35 208 Sot 1 1 16 Saperte ty 15 

9 months and under 10 months....... 2 2 3D (eS oh es Set 1 1 UT EE he ves 


1 See descriptive key list of hospitals on page 219. 


Chapter [V 


Pay Status of Patients in Hospital Wards and Clinics in New 
York State, November, 1939 


Introduction 


This study was undertaken to determine the classification of 
patients in the wards of general hospitals and the extent to which 
they were expected to meet the cost of their hospital care. 
Information to correlate with the pay status was sought concerning 
whether these patients were receiving relief, working for Work 
Projects Administration wages or had no relief or WPA status. 
The month of November was selected as a sample month because at 
this season morbidity is usually neither very high nor very low. For 
the purpose of study it was decided to use information from the 
voluntary member hospitals of the Hospital Association of Greater 
New York to represent hospitals of New York City and from 
the upstate member hospitals of the New York State Hospital 
Association as a sample for upstate New York. The questionnaires 
used in this study are in Appendices J and K on pages 468; 472. 

Information was requested concerning the ward cases accepted 
for treatment by these hospitals during the month of November, 
1939. Counts of the following were requested : 


Patients receiving public relief. 
Patients receiving WPA wages. 
Patients receiving neither public relief nor WPA wages. 


Information was requested for each of these income source groups 
concerning the number of patients whose hospital care was paid 
for by each of the following methods: 


Patient expected to pay the full ward rate. 

Patient expected to pay partial ward rate. 

Accepted as public charge. 

Referred to public welfare department (in New York City, hospi- 
tal department) and decision still pending regarding authorization 
at public expense. 

Accepted as free case by the hospital. 

Pay status not determined by the hospital. 


Responsibility for the hospitalization of public charges in upstate 
New York falls in most instances on the local department of public 
welfare. The situation is different in New York City where this 
responsibility rests with the City Department of Hospitals. 

The 26 hospitals under the jurisdiction of the New York City 
Department of Hospitals were not canvassed. The New York City 
Department of Hospitals, in addition to maintaining a municipal 
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hospital system, is empowered to consider and accept as public 
charges, patients both with and without relief status and to reim- 
burse voluntary and proprietary hospitals for their care. Volun- 
tary hospitals, when the patient himself is unable to pay, may elect 
to apply for such reimbursement, refer the patient to a city hospital 
for care or accept patients as free charity ward cases. 

Hospitals in upstate New York and voluntary hospitals in New 
York City were also asked to submit similar data concerning the 
patients applying for treatment at their out-patient departments 
during November 1939. (See Appendices J and K.) 

The information submitted relating to pay status was more com- 
plete than that relating to income source. Hospital administrative 
statistics ordinarily emphasize pay status rather than patients’ 
income sources. 


Analysis of Hospital Data 


Only general hospitals were considered in the analysis presented 
at this time although special and institutional hospital members of 
the associations were canvassed as well. The latter formed a small 
diverse group with special problems which made comparisons 
difficult. 

For the purpose of this study: a hospital ward bed was defined, 
in accordance with the practice of the State Department of Social 
Welfare, as a hospital bed or crib in a room containing five or more 
such beds or cribs. The basis for distributing hospitals according 
to size of hospital was total beds, exclusive of bassinettes, as 
reported in the Journal of the American Medical Association, 
March 11, 1939. Type of control for each hospital was taken from 
the same source of information. 

The full ward rate is that fee established by the hospital as a 
standard charge for paying patients receiving ward accommoda- 
tions. This does not usually cover the full cost to the hospital. 
Some patients, at the discretion of the hospital, are charged only a 
part of the standard ward rate and the difference is assumed by the 
hospital. Agreement on the part of a patient to pay at either full 
or part ward rate does not necessarily mean that the hospital 
collects the entire amount due. 

Hospital charges for ward patients who cannot pay may be 
referred to public welfare officials. Such patients are considered 
accepted public charges when authorization by the appropriate wel- 
fare official is given. Since the schedule was called in shortly after 
the hospitalizations studied, acceptance as public charges was still 
pending for many patients. 

Another group of patients unable to pay any of the costs of 
hospitalization consisted of those given free care by the hospital on 
a charitable basis. There remained a small group of patients for 
whom the hospital at the time of reporting had not determined 


pay status. 
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The following ‘‘Explanatory notes on ‘Relief Status of 
Patients’ ’’ were carried on the face of the questionnaire to secure 
uniformity of interpretation: 


‘“ *Receiving public relief.’ Enter cases where the patient imme- 
diately prior to admission to the hospital was receiving public relief, 
or where patient is a member of family currently receiving public 
relief, such as home relief, veteran relief, old age assistance, assist- 
ance to the blind, aid to dependent children, or care in a boarding 
home or institution.”’ 

‘“*On WPA.’ Enter cases where the patient immediately prior 
to this illness was employed on WPA or where some other member 
of his family is currently employed on WPA. If a WPA recipient 
is also receiving home relief, classify under WPA only.”’ 


Because of the different administrative procedure in New York 
City, the schedule for the New York City section of the survey 
differed from the one used for upstate New York by the subdivision 
of the remaining income source group ‘‘Non relief non WPA’”’, 
into two categories: 

1. Referred to or accepted by the New York City Department 
of Hospitals as public charges to receive hospital care. 

2. Not referred to nor accepted by the New York City Depart- 
ment of Hospitals as public charges to receive hospital care. 


Hospital Ward Patients—New York State (Exclusive of New 
York City) 


Table 87 shows the distribution of the 170 member hospitals of 
the New York State Hospital Association canvassed. These hospi- 
tals maintain a total of 8,374 ward beds. After eliminating 26 
special and institutional hospitals with 667 ward beds, which 
include Federal general hospital beds, there remain 144 general 
hospitals with a total of 7,707 ward beds. 

Thirty-seven general hospitals with a ward bed capacity of 2,425 
failed to reply to the questionnaire and 44 general hospitals with 
a total of 2,213 ward beds presented data which was either incom- 
plete or internally inconsistent and, therefore, could not be used 
in the final compilation. 


Table 88 includes data secured from 63 general hospitals in New 
York State, exclusive of New York City, which have a total ward 
bed capacity of 3,069. The general hospitals considered in this 
tabulation constituted, as may be seen from Table 87, an acceptable 
sample of all the general hospitals canvassed. The hospital sample 
used in the compilation is made up of representative proportions 
of voluntary and publicly controlled hospitals and contains 43.7 
percent of the hospitals and 39.8 percent of the ward beds among 
the general hospitals canvassed. <A distribution of numbers of 
hospitals and of ward beds according to size of hospital is given, 
but no definite conclusion as to adequacy of sample on this basis 
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can be drawn because of the large number of hospitals not report- 
ing the number of their ward beds. 

The study of these hospitals covers the hospitalization of 7,208 
patients who received ward care during the month of November, 
1939. In Table 88a composite figures for all hospitals considered 
in upstate New York are presented. The derivative Tables, 88b 
through 88e, consist of percent distributions based on these data. 

Of the 7,208 patients, 33.7 percent were receiving public relief 
other than medical or hospital care, 4.5 percent were among families 
receiving WPA wages and 61.8 percent were listed as not receiving 
public relief or working on WPA (see Table 88b). Since the 
WPA group appears lower than might be expected in proportion 
to the number of relief recipients, it is conceivable that the 
group recorded as not receiving public relief or working on WPA is 
weighted with unidentified WPA workers. 

Over 50 percent of all ward patients in the upstate hospitals in 
the study were recorded as expected to contribute toward the cost of 
their hospitalization (see Table 88c). Of these expected to pay, 
85.5 per cent were expected to pay the full ward rate, and the 
remainder were expected to pay partial ward rate (see Table 88d). 

Forty-four percent of all patients were referred to public welfare 
officials (see Table 88c). Highty-three and four-tenths percent 
of these had been accepted as public charges at the time of report- 
ing; for the remainder the decision concerning acceptance was still 
pending (see Table 88e). 

Only 2.3 percent of all the patients were reported as receiving 
free charity ward service in the hospitals tabulated for upstate 
New York (see Table 88c). All of these patients were treated in 
voluntary hospitals. For more than 3 percent of patients the pay 
status had not been determined by the hospitals. 

Seventy-nine and seven-tenths percent of the patients with 
neither relief nor WPA status were expected to contribute toward 
the cost of their hospitalization (see Table 88c). Eighty-five and 
eight-tenths percent of this group were expected to pay the full 
ward rate (see Table 88d). Thirteen and four-tenths percent of 
the non-relief, non-WPA group had been referred to public welfare 
officials and 67.1 percent of those referred had already been 
accepted as public charges (see Table 88e). Two and eight-tenths 
percent of this income source group were accepted by the hospital 
for free care. The hospitals had not determined the pay status of 
4.1 percent of non-relief, non-WPA group of patients. 

Of the patients already receiving public relief, only 1.7 percent 
were recorded as expected to contribute to the cost of their hospital- 
ization. Ninety-five percent of the relief recipients had been 
referred to public welfare officials (see Table 88c) of whom 87.8 
percent had already been accepted (see Table 88e). One and 
seven-tenths percent of relief recipients were given free care by 
the hospitals and the pay status of 1.6 percent had not been 
determined by the hospitals (see Table 88c). 


PAY STATUS OF PATIENTS IN HOSPITAL WARDS AND CLINICS 9287 


Patients employed on WPA projects appear to be an intermediate 
group in respect to their hospitalization pay status. Fourteen and 
nine-tenths percent of the WPA group were expected to contribute 
to the cost of their hospitalization (see Table 88c), 56.3 percent of 
whom were expected to pay full ward rates (see Table 88d), 83.2 
percent had been referred to public welfare officials (see Table 
88c) and 81.3 percent of those referred had already been accepted 
as public charges (see Table 88e). 

Of the patients expected to pay the full ward rate, 97.8 percent 
were receiving neither relief nor WPA wages (see Table 88b). 
Ninety-five and eight-tenths percent of the group expected to pay 
partial ward rates belonged to the same income source category. 

On the other hand, 76.7 percent of the patients accepted as public 
charges for hospitalization were relief recipients (see Table 88b). 
Three-quarters of the patients accepted for free care by the hospi- 
tals were neither relief recipients nor on WPA (see Table 88b). 
However, only 2.3 percent of all patients were reported accepted 
for such free care. 


Hospital Rates—New York State (Exclusive of New York City) 


The questionnaire form supplied to hospitals outside of New York 
City requested in addition information concerning: 

The rate paid by the public welfare departments to the hospitals 
for their accepted charges. 

Whether the public welfare departments paid for extras such as: 
operating room, anesthesia, laboratory service and x-rays, etc. in 
addition to the standard per diem rate. 

Whether the public welfare departments had special arrange- 
ments with the hospitals for the care of obstetrical patients. 


The per diem rate for paying ward patients varied from $2.25 
to $5. The majority of the hospitals had rates included in the 
range from $3 to $4 per day. All but two hospitals made additional 
charges for extra services. 

The per diem charges made to departments of public welfare for 
the care of patients accepted as public responsibilities fell in 
approximately the same range as the charges for paying patients. 

An analysis of the relation of the charges made by each of the 
63 hospitals to departments of welfare and to paying ward patients 
revealed: at 24 hospitals the daily ward rate was the same for 
department of welfare patients as for paying ward patients. 
Twenty-three of these hospitals made additional charges for extra 
services to paying ward patients but only 19 of them made addi- 
tional charges to departments of public welfare for extra services to 
relief recipients. 

Nineteen of the hospitals charged the welfare departments a 
higher per diem rate than the rate charged to paying patients ; how- 
ever, 11 of these hospitals did not make additional charge for extra 
services to welfare clients although these extra charges were made 
routinely to paying ward patients. 
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Eleven hospitals charged the welfare departments a lower per 
diem ward rate than the rate charged to paying ward patients. 
Despite the policy of making extra charges to paying ward patients, 
only eight of these hospitals charged departments of public welfare 
for extra services. 

A review of hospital statements regarding specific extra charges 
made to welfare departments showed a diversity of practice and 
extreme variations in charges for the specific extra services. 
Twenty-six hospitals among the 63 studied had special arrange- 
ments with departments of public welfare for the payment of 
hospital care for obstetrical patients. Seven of these hospitals 
charged a flat rate for periods of 10 or 14 days’ hospitalization. 


Hospital Ward Patients—New York City 


Table 89 shows the member hospitals (excluding public hospi- 
tals) of the Greater New York Hospital Association canvassed for 
the pay status study classified by size of hospital and ward bed 
capacity. Seventy-nine hospitals with a total of 12,840 ward beds 
were canvassed. Eliminating the special and institutional hospitals 
there remained a total of 60 general hospitals maintaining 10,183 
ward beds. Only 5 hospitals with a total ward capacity of 382 beds 
failed to reply to the questionnaire. Fifteen hospitals with a 
combined capacity of 2,023 ward beds answered the questionnaire 
but the data could not be included in this study because it was 
incomplete or internally inconsistent. 

For the present analysis the completed schedules of 40 hospitals 
with a total ward bed capacity of 7,778 were used. Table 89 shows 
that this sample represented a higher proportion of the larger 
hospitals. Most of the hospitals from which replies were not 
received or were not tabulated had less than 200 beds. 

Data from these 40 hospitals with their 7,778 ward beds covered 
a total of 12,652 ward patients cared for during the month of 
November, 1939. Table 90a presents composite figures consisting 
of a summation of each of the items for all the hospitals considered. 

Of the 12,652 ward patients, 12.3 percent (see Table 90c) were 
reported as recipients of public relief, 5.6 percent were supported 
through WPA wages. Ten thousand three hundred and eighty- 
seven or 82.1 percent of all patients received income from neither 
of these public sources. Among these 36.6 percent were referred 
to the Department of Hospitals for authorization of hospitalization 
at public expense. 

Forty-one percent of all ward patients were expected to pay 
toward the cost of their hospitalization (see Table 90c). Seventy- 
four percent of these were expected to pay full ward rates (see 
Table 90d). Forty and six-tenths percent of all the patients were 
referred to the Department of Hospitals (see Table 90c). Sixty 
and_ seven-tenths percent of those referred had been accepted as 
public charges by the time the schedules were returned (see Table 
90e). The hospitals accepted 17.5 percent of all ward patients for 
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free care (see Table 90c). Only 0.9 percent were reported as 
having pay status undetermined by the hospitals. 

Twenty-two and four-tenths percent of the 1,475 patients reported 
as not receiving public relief or WPA wages and not referred or 
accepted as public charges to receive hospital care were accepted 
for free care by the hospitals (see Table 90c). Seventy-six and 
two-tenths percent of the same group were expected to contribute 
toward the cost of their hospitalization (see Table 90c), three- 
quarters of whom later were expected to pay full ward rates (see 
Table 90d). 

On the other hand, of the 1,557 already receiving public relief, 
1.9 percent (29) were reported as expected to contribute something 
toward the cost of their hospitalization (see Table 90c). The 
charges for 65.4 percent of the relief recipient group were referred 
to the Department of Hospitals. It is of interest that 32.6 percent 
or only 509 of the relief recipients who might have been expected 
to become public charges for their hospital costs were given free 
care by voluntary hospitals with the assistance of community 
hospital funds. 

Of the patients receiving WPA wages, 4.4 percent were expected 
to meet at least part of their hospital charges (see Table 90c) and 
77.4 percent were referred to the Department of Hospitals for 
authorization for hospital care at public expense and 18.2 percent 
of the group were given free care by the hospitals. 

Of the group that was receiving neither public relief nor WPA 
wages and had been referred to the Department of Hospitals, 55.7 
percent were already accepted as public charges for hospital care 
at the time of reporting. Im the same category of patients 6.3 
percent had been refused and distributed among the other four 
pay status categories in Table 90c and 38 percent were still pend- 
ing decision by the Department of Hospitals at the time of report- 
ing. Of the 238 patients refused authorization by the Department 
of Hospitals, 49.2 percent were considered capable of paying toward 
their hospitalization costs and 44.5 percent were given free care 
by the voluntary hospitals. The pay status of the remaining cases 
had not been determined by the hospitals at the time of reporting. 

The group of self-supporting patients not receiving public relief 
nor WPA wages and not referred nor accepted as public charges to 
receive hospital care comprised 98.4 percent of the group of patients 
expected to pay the full ward rate and 91.4 percent of the patients 
expected to pay partial ward rates (see Table 90b). It is not 
known how many of these self-supporting patients carried hospital 
care insurance. 

Sixty-eight percent of the group accepted as public charges had 
neither WPA nor relief status (see Table 90b). 

The relatively low proportion of relief and WPA patients 
accepted for hospitalization at public expense in voluntary hospitals 
may be accounted for by the existence of the large number of ward 
beds operated by the Department of Hospitals. It may be as- 
sumed that the majority of relief recipients were cared for in public 
hospitals. 
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It is of interest that 71.3 percent of the patients given free care 
by the voluntary hospitals were receiving neither public relief nor 
WPA wages (see Table 90b). This confirms the impression that 
relief recipients in New York City having access to public hospitals 
are less of a burden to voluntary hospitals than the non-relief 
group unable to provide medical care from its own resources. 


Hospital Rates in New York City 


In New York City additional information was requested (see 
Appendix K) from the hospitals canvassed concerning : 


The per diem rate charged to paying ward patients; 
Additional charges for extra services. 


At the 40 hospitals used in this study the per diem rate for pay- 
ing ward patients varied from $2.50 to $4.50. The majority of 
charges fell in the $3 to $4 range. All but one of these 40 hospitals 
reported that they made additional charges to patients for extra 
services. 


Summary of Hospital Data 


A study of the pay status of ward patients classified by relief, 
WPA and non-relief income source groups involved 7,208 ward 
patients at 63 general hospitals in upstate New York and 12,652 
ward patients at 40 general hospitals in New York City. 

The study covered all ward patients treated at these hospitals 
during the month of November, 1939. 

The upstate hospitals studied consisted of 55 voluntary, 1 pro- 
prietary and 7 public hospitals. All of the 40 New York City 
hospitals in the study were under voluntary control. The Depart- 
ment of Hospitals of New York City maintains a large number of 
municipal general hospital beds for the care of the needy and in 
addition reimburse voluntary and private hospitals for the care 
of the needy. The municipal hospital system was not included in 
the survey. Therefore the data from the hospitals studied in upstate 
New York and from New York City are not strictly comparable. 
However, the following observations may be made if this reserva- 
tion is kept in mind. 

1. The income source groups represented in the ward patients at 
the upstate hospitals studied consisted of 33.7 percent relief, 4.5 
percent WPA and 61.8 percent without income from these two 
sources. The group of New York City patients was made up of 
12.3 percent relief, 5.6 percent WPA and 82.1 percent without 
relief or WPA status. 

2. Of the total upstate ward patients studied 50.5 percent were 
expected to contribute toward the cost of their hospitalization, 
while in the New York City group of patients this figure was 41.0 
percent. 
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3. Forty-four percent of all the ward patients in upstate hospi- 
tals were referred to departments of welfare for authorization of 
their hospital charges as a public expenditure while 40.6 percent 
of the patients in New York City voluntary hospitals were referred 
to the Department of Hospitals for the same purpose. However, 
the upstate New York group referred to departments of welfare 
included 72.8 percent who were relief recipients. Patients who 
were receiving neither relief nor WPA wages made up 18.8 percent. 
In New York City the group referred by voluntary hospitals to the 
Department of Hospitals contained over 19.8 per cent relief recip- 
ients, whereas, 69.5 percent received neither relief nor WPA 
wages. 


4. Free care was given by the voluntary hospitals to 2.3 percent 
of all ward patients in the upstate New York survey in contrast 
to 17.5 percent of all ward patients in the New York City group. 


5. Less than 2 percent of the relief recipients were given free 
eare by the voluntary hospitals in upstate New York. In New York 
City almost one-third of all relief patients admitted received free 
eare from voluntary hospitals. 

6. Among ward patients studied who received income from 
neither relief nor WPA wages 13.4 percent were referred to public 
welfare departments in upstate New York while in New York City 
36.6 percent of the patients in this income category were referred 
to the Department of Hospitals for approval of public assump- 
tion of hospital charges. 


7. Among all ward patients expected to pay toward the cost of 
their hospitalization a higher proportion were expected to pay the 
full ward rates in upstate New York than in New York City. 


Analysis of Clinic Data (See Appendices J and K on pages 468; 
472) 


Data were requested from the canvassed hospitals in both New 
York City and upstate New York regarding: 

Total number and disposition of applications for clinic care 
during November, 1939. 

The pay status of patients of each income source group accepted 
for clinic care. 

Number of patients refused clinic care and reasons for rejection. 

The number of patient clinic visits made classified by pay status. 

Responsibility for payment for prescriptions, appliances and 
special services. 


Schedules for obtaining these clinic data from both upstate and 
New York City hospitals were prepared. They differed in that the 
upstate form called for a breakdown of the clinic admission fees 
into: 

Patient paying full clinic charges. 

Patient paying partial clinic charges. 

Clinic fee paid from public welfare funds. 

Free care. 
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The New York City schedule contained only the two categories : 


Patient paying full clinic admission fees. 
Free care. 


The New York City Department of Hospitals maintains a system 
of public clinics to serve needy patients and does not reimburse 
voluntary or private hospitals for out-patient services. 


Clinic Patients—New York State (Exclusive of New York City) 


The composite picture of the pay status of out-patient department 
patients for upstate New York during the month of November, 
1939, is based on reports from 12 voluntary hospitals. Reports 
were received from 32 clinics maintained by general hospitals can- 
vassed in this study. Because of incomplete or inconsistent data 
20 of the clinic reports could not be used in the present tabulation. 

A large number of the hospitals in upstate New York, especially 
those serving smaller communities, do not maintain out-patient 
departments. 

During the month of November, 1939, the 12 clinies ineluded 
in our compilation reported a total of 11,148 visits (see Table 91a). 
Five thousand three hundred and twenty-nine individuals applied 
for clinic care at the clinics included in this study and 110 (2.1 
percent) of the applicants were refused clinic admission (see Table 
91e). The most frequent reason given for refusal was the 
determination that the patient was able to afford a private physi- 
cian’s services. This accounted for 36.4 percent of all rejections 
(see Table 91d). In 24.5 percent of the rejected cases the patients 
were found to be already under the care of another clinic. Lack 
of facilities was the reason stated for 21.8 percent of the rejections. 

Of the 5,219 accepted cases 41.8 percent were receiving public 
relief and 9.0 percent were WPA workers, and the remaining 49.2 
percent were not receiving relief or WPA wages (see Table 92b). 

Thirty and two-tenths percent of all patients at voluntary hospital 
clinics were expected to pay a full or partial clinic fee (see Table 
92c). Sixty-six and eight-tenths percent received free care and 
clinic fees were paid from public funds in only 3 percent of cases 
(see Table 92c). 

Among the non-relief, non-WPA patients 52.4 percent were 
expected to pay clinic fees and 47.6 percent were treated free of 
charge (see Table 92c). Among patients receiving public relief, 
only 6.2 percent were expected to pay clinie fees. Public welfare 
agencies assumed the charge for only 6.7 percent of relief recip- 
ients. The remaining 87.1 percent of relief clients received free 
eare at the clinics of these voluntary hospitals (see Table 92c). 

HKighty-six and eight-tenths percent of the patients who paid 
full clinic fees were not receiving income from relief or WPA 
sources. On the other hand 94.2 percent of the 155 patients for 
whom public welfare agencies paid clinics fees were relief recipients 
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(see Table 92b). More than 50 percent of the patients who 
received free clinic care from the out-patient departments of these 
upstate voluntary hospitals were persons receiving public relief 
(see Table 92b). 

A total of 11,148 clinic visits were reported by the clinics studied. 
Twenty and nine-tenths percent of these visits were paid for in full, 
3.5 percent in part, and 72.3 percent were given free of charge by 
these voluntary hospital clinics. Only 3.3 percent of the clinic 
visits were paid for from public funds (see Table 91a). 

A summary of the method and extent of payment for prescrip- 
tions, appliances and special services at the hospital clinics under 
study during the month of November, 1939, showed that 81.4 per- 
cent of the patients receiving these medical supplies and services 
got them free from the clinics. Public welfare agencies paid the 
clinics for these supplies and services for only 1.9 percent of the 
patients. The remaining 16.7 percent of the patients paid in full 
or in part for these extra charges (see Table 91b). 


Clinic Patients—New York City 


The clinic reports submitted by 21 New York City voluntary 
hospitals concerning patients treated at their out-patient depart- 
ments during November, 1939, were tabulated and summarized. 
Clinie reports were received from 30 additional general hospitals. 
These additional reports were found to contain incomplete or inter- 
nally inconsistent data and were considered unsuitable for this 
tabulation. 

The 21 hospitals tabulated reported 32,124 applications for clinic 
care within the month of study, of which 28,804 (89.7 percent) were 
accepted for care by the clinics (see Tables 93a and 93c). One- 
tenth of all patients applying for clinic care were rejected. An 
analysis of the reasons for rejecting these patients showed that 33.7 
percent of the rejected patients were referred to clinics at public 
hospitals, 17.4 percent were referred to clinics of other voluntary 
hospitals and 7.4 percent were found to be already under care in 
other clinics. Twenty-one and six-tenths percent were refused 
because it was determined that they could afford private physicians 
(see Table 93d). 

The 28,804 clinic patients accepted for care consisted of 18.1 
percent relief recipients, 6.3 percent WPA workers and 75.6 percent 
who received support or income from other sources (see Table 
94b). 

Sixty and eight-tenths percent of all applicants paid full clinic 
fees and 39.2 percent received free care from the hospitals. Of 
the non-relief, non-WPA group, 76.2 percent paid full clinic fees 
while among the relief recipients only 7.6 percent and among the 
WPA group 27.9 percent paid in full (see Table 94c). 

Ninety-four and eight-tenths percent of the patients who paid 
at the full rate were not relief clients or WPA workers (see Table 
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94b). Only 45.8 percent of those receiving free care were to be 
found among this income source group. 

During the month under study the reporting clinics had a total of 
162,204 patient visits. Fifty-three and three-tenths percent of these 
visits were given free of charge and the remaining 46.7 percent 
were paid for by patients (see Table 93a). 

Forty-five thousand eight hundred and thirty-three patients 
received prescriptions, appliances and special services at the clinics 
studied during this period. Forty-two and nine-tenths percent of 
the patients received these services free of charge from the hospitals. 
The Department of Welfare paid for these supplies and services 
for 18.6 percent of the patients who received them. Thirty-eight 
and five-tenths percent of the patients contributed toward the cost 
of extra services (see Table 93b). 


Summary of Clinic Data 


The study of pay status and income source of patients seeking 
care during November, 1939, at the out-patient clinies of voluntary 
hospitals covered 12 upstate hospitals and 21 New York City 
hospitals. 

The upstate hospital clinics reported on 11,148 visits and 5,329 
applicants. The New York City hospitals covered 162,204 visits 
and 32,124 applicants. 

Although hospital clinics in both upstate New York and New 
York City were those of voluntary hospitals, the two groups are not 
exactly comparable because in New York City there are a large 
number of free clinics operated by the Department of Hospitals. 
In the upstate area free clinics operated by public hospitals exist in 
some places but in general have not been developed as extensively 
as in New York City. 

1. The upstate New York clinics rejected only 2.1 percent of the 
patients who appled for care while in New York City 10.2 percent 
were rejected, but more than half of these were rejected because 
they had been referred to or were under the care of other clinics. 


2. One-half of the patients accepted for care at the upstate clinics 
during November, 1939, were recipients of relief or WPA wages, 
whereas these groups accounted for only-one-quarter of the patients 
accepted by the New York City voluntary hospital clinies. 

3. Sixty-seven percent of all patients accepted by the surveyed 
upstate clinics during November, 1939, received free care from 
these voluntary hospital clinics in contrast to the 40 percent in New 
York City. On the basis of total visits, 72.3 percent were given free 
by the hospitals studied in upstate New York and 53.3 percent in 
New York City. 

4. At the upstate hospital clinics studied only 30.2 percent of the 
cases accepted for clinic care in November, 1939, paid clinic fees 
while 60.8 percent paid clinic fees in New York City. 
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5. Among new patients receiving neither relief nor WPA income 
52.4 percent paid clinic fees at the upstate New York clinics studied 
while in New York City 76.2 percent of this income group paid 
clinic fees. 

6. Public welfare funds paid for only 3 percent of accepted clinic 
patients and 3.3 percent of total clinic visits at the voluntary hospi- 
tal out-patient departments surveyed in upstate New York during 
November, 1939. As a matter of policy New York City does not 
reimburse voluntary hospital clinics because it operates a munici- 
pal system of clinics. 

7. Kighty-one and four-tenths percent of the clinic patients 
receiving prescriptions, appliances and special services were given 
these supplies and services free of charge by the voluntary hospital 
clinics studied in upstate New York while in New York City 42.9 
percent of patients received these supplies and services free. Public 
welfare funds paid for these supplies and services for only 1.9 
percent of the patients receiving them in upstate New York in 
contrast to 18.6 percent paid for by the Welfare Department in 
New York City. 
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TABLE 88 
New York State (Exclusive of New York City) 
Pay Status of Patients in Hospital Wards, November, 1939 
WARD PATIENTS AT 63 GENERAL HOSPITALS CLASSIFIED BY 


RESPONSIBILITY FOR PAYMENT OF HOSPITAL CHARGES 
AND BY SOURCE OF INCOME 


5 Receiving Not 
Responsibility public relief | Receiving receiving 
for Total other than WPA public 
payment medical or wages relief nor 
hospital care WPA wages 
a. Distribution of patients 
TU aaa carob lacs Satis So: 6 s4o10.0: atobone 7,208 2,432 322 4,454 
EMTS TOPTIOI aah oc scas odes dale webu ek 3,638 41 48 3,549 
PulE WAS ratOenrindc ice weritins $3,111 40 27 8,044 
Parti? wWatd Tate. «os. 6 odin. 6 ano Siet 527 1 21 505 
Referred to Department of Public Welfare. 3,173 2,310 268 595 
OOEIBEM Dts AEG iia lan ctcierererateiccGa nese ets 078 2,646 2,029 218 399 
Bieeisieiee POM bic eee ek ede, 527 281 50 196 
Bree care byt hospitalstcisececcc eee ee 168 Abb ertie te fas. 3h 127 
Status not determined.................. 229 40 6 183 
b. Percent distribution of patients by source of income 
MGT 1 cl | WL SR Re DS Pa ne 100.0 33.7 4.5 61.8 
WMPOOGMEE UDG oss cae sass cdecanesecves 100.0 1.1 1:3 97.6 
ENE CRM ENE CALEY inert nae ere irs 100.0 1.3 0.9 97.8 
Partial ward rate. . oo i... os. See eee 100.0 0.2 4.0 95.8 
Referred to Department of Public Welfare. 100.0 72.8 8.4 18.8 
PMUIEEMN ES, HEEL 6 0 dae, cc chere 9.0 0 3laial sere''s 100.0 76.7 8.2 15.1 
UD A 0 i ne ere er rae 100.0 53.3 9.5 Soa2 
Wree care by-hospitaliss. coc ee 100.0 SAE Se han wrecah 75.6 
Status not determined.................5- 100.0 17.5 2.6 79.9 
ec. Percent distribution of patients by responsibility for payment 
BCC ON See eo pw ae arse gti Paar Be gee So 100.0 100.0 100.0 100.0 
MEREMOR OR orc cca uind ce oe see ob 6 tee 50.5 or 14.9 79.7 
IPOREAMONMECESEGT oc cc ca Cece ga cco uwine eee 43.2 a Ag 8.4 68.3 
Paraian werditnte.. 2 ccc. ce ace es oe 7.3 ¥ 6.5 11.4 
Referred to Department of Public Welfare. 44.0 95.0 83.2 13.4 
IEE ee Soe clacaierd <e Gocawes-aqee ae 36.7 83.4 67.7 9.0 
Decision pending........ 56 aki 7.3 11.6 15.5 4.4 
Free care by hospital 2.3 Be Voce caer ae 2.8 
Status not determined 3.2 1.6 1.9 4.1 
d. Percent distribution of patients expected to pay by extent of payment 
RENO OCU OE AM ania dislenreresckcvralerctaree asa sions 100.0 100.0 100.0 100.0 
PIE WOAREE ACG s iiie ciate ws casteas se ce van’ 85.5 97.6 56.3 85.8 
PRUGGE WORDED e sce cwrecseceweenns's 14.5 2.4 43.7 14.2 
e. Percent distribution of patients referred to Department of Public Welfare by disposition 
Referred to Department of Public Welfare. 100.0 100.0 100.0 100.0 
POOCTIEE a cht al o.5: Mts exp. diye stacey aie ert 83.4 87.8 81.3 67.1 
Decision pending so. <3. 6 oe oe ais cee cle 16.6 12.2 18.7 32.9 


* Less than 0.1 percent. 
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TaBLe 90 
New York City 
Pay Status of Patients in Hospital Wards, November, 1939 


WARD PATIENTS AT 40 GENERAL HOSPITALS CLASSIFIED BY 
RESPONSIBILITY FOR PAYMENT OF HOSPITAL CHARGES 
AND BY SOURCE OF INCOME 


Source or INcomE 


Not receiving | Not receiving 
public relief public relief 


nor WPA wages}nor WPA wages 
ae Bkeicee Total Receiving | Receiving | but referred and not 
public WPA or accepted as | referred nor 
relief wages public charges accepted as 
to receive public charges 
hospital to receive 
care hospital care 
a. Distribution of patients 
MOAR sor esocxcspaxeinn sca vain send 12,652 1,557 708 3,806 6,581 
Expected to pay........... if 190 29 31 A ei 8 5,013 
Pull ward tate... 3.005...) 3,841 6 16 39 3,780 
Partial ward rate........ tr; "349 23 15 78 re2os 
Referred to Department of 
rospitals 28.055 .. 1.. 5,134 1,018 548 ALG dl liege RT ee 
AOOOPLEE Sere eT Se aes 3,116 672 324 DOE OAT boaictes caregcrcuciere arene 
Decision pnd iene ee 2,018 346 224 RAS r st, ret coke, cles 
Free care by hospital 2,219 509 12 106 1,475 
Status not determined...... 109 Ease ees 15 
b. eae aultdn Gf Hatin be soures Of income ke sat Vienitoe- nayhD distribution of Hy = creant disisibution of patiente by source of income... ss. 8 ase) by source of income 
PLOUGl orc eure Rp atxenthshsicatontr ard 100.0 12.3 5.6 30.1 52.0 
Expected to pay........... 100.0 0.6 0.6 2.2 96.6 
(PUEL WALCO PAGO 6625-6: sieee ‘eyes 100.0 0.2 0.4 1.0 98.4 
Partial ward rate........ 100.0 1374 beh 5.8 91.4 
Referred to Department of 
IPRORENEGUE, cage cues os os ote 6 100.0 19.8 10.7 COVERS Piety ge ER 
Wecoptedlid oils cose ate. 100.0 21.6 10.4 oe... aah 
Decision pending........ 100.0 tive Uhl (ER her 
Free care by hospital. . : 100.0 22.9 5.8 4.8 66.5 
Status not determined...... 100.0 3 i es I 13.8 85.3 
ce. Percent distribution of patients by responsibility for payment 
PEGE soca cierec.o cia aal Goss 100.0 100.0 100.0: 100.0 100.0 
Expected to pay........... 41.0 1.9 4.4 3.12 76.2 
Pull Ward rate. 20 o. 4... 30.4 0.4 ors 1.08 57.4 
Partial ward rate........ 10.6 1.5 DARD i 2.128 18.8 
Referred to Department of 
EROBDECAIS S28 soca veoh 40.6 65.4 77.4 Bea ie elais aicversrettsdes 
POCODUOU SE a jcce 0.506 6 siecle s 24.6 43.2 45.8 SD teil Wn ireae aotettntt « 
Decision pending........ 16.0 22:2 31.6 bobs Chan En shancehrs. 11s RENE» 
Free care by hospital....... 17.5 32.6 18.2 2.88 22.4 
Status not determined...... 0.9 Lest i) iA estates 0.48 1.4 
d. Percent distribution of patients expected to pay by extent of payment 
Expected to pay........... 100.0 100.0 100.0 100.0 100.0 
Full ward rate........... 74.0 20.7 51.6 33.3 75.4 
Partial ward rate........ 26.0 79.3 48.4 66.7 24.6 


e. Percent distribution of patients referred to Department of Hospitals by disposition 


Referred to Department of 


12 a et 100.0 100.0 100.0 OO? One fatverasrareere eves 
Do) 1 a a ee 60.7 66.0 59.1 BD Ae serene: ty clearer srane 
Decision pending........ 39.3 34.0 40.9 ZT il ee sees ee oa mE 


® Charges already referred by Department of Hospitals and subsequently disposed of in other 
| ways. 


300 


Taste 91 


New York State (Exclusive of New York City) 
Pay Status of Patients in Hospital Clinics, November, 1939 


MEDICAL CARE IN NEW YORK STATE 


CLINIC PATIENTS AT 12 VOLUNTARY HOSPITALS CLASSIFIED BY 
RESPONSIBILITY FOR PAYMENT AND BY DISPOSITION 


OF APPLICATIONS 


a. Visits to hospital clinics classified by responsibility for payment 


Number 

SOURCE OF PAYMENT prom sired 
Lao AWE Ss Toby 2 RAR I lel Zag ee UY SMT RG ec ge | 11,148 
Full payment of clinic admission fees by patient................... 2,329 
Partial payment of clinic admission fees by patient................ 391 
Chnic-fe68-paid-from-public findsss err ise es err ee eee Ce ee be 365 
WS CBTG iris Lic ticks oli gis4. 535 4m bis belo E's nis. gE 6 ee eee ss eee 8,063 


Percent 
of visits 


100.0 


b. Patients receiving prescriptions, appliances and other services classified by responsibility fot 


payment 
Number of 
SOURCE OF PAYMENT patients 
Total PAbiORUsy «ie dis i66e es PUR ee boo eRe de 6 ob ed RO es cet 2,569 
arull payment ay: DAT ONE ox. <.655.42-<i9 cios-s ci de tute are clare SREB ecient 339 
Partial PAyMeNt DY PALIONE. wb 5.5 a 6s cles ce Cie on Gigi ON wre 4 \b plore chet 91 
Welfare department payment siis sss oe ee Oe Sa ae 49 
Given entirely. 1600; . si.ig5 dc ce cress sale 60 PERRUEK CO PRIIOS RG, SS 2,090 
c. Applications for clinic care classified by disposition 
Number of 
DISPOSITION OF CASES applications 
MOtal GHETMAUIODB Gy cise Pe alin waka bicle ce ee ot aed SAREE c-sivieiee 5,329 
New cases accepted for care during November (new cases and old 
GASES TORDTIVINE) «ooo ede detains werk amen este CU OHTA BEE SRT 5,219 
Cases rejected during November..............cceecececcecececees 110 
Cases undecided. on November. 30 ....6::6 ses ccc o-ob ee vine eave awwee al erew een vias 
d. Cases rejected for clinic care classified by reason for rejection 
Oe te eee eee 
REASON FOR REJECTION rejections 
Total rejections: i cdensied sg sees vee b quaahic« CU ake eee 110 
Patient can afford private physician...........0..eccesececscccecs 40 
Private physician will treat free or give credit...............00000- kf 
Already under care in another clinic. .............ccccecececececs 27 
Glinie care not needed. Sa Goes Lo ae ceenpeine tie sake hie i 
Referred, to other: clinie. (private ).oi.e.ci-eeis se -s-secenserery mmr rae Ine wwe Stee 
Referred. to other clinio;(public) «i... «ais wel. vastas bodoswxn alciesies 4 
BiBokk OF SAUTE wei ola: cis lendls peeaaenihaiesaiis vernsinucinsrcasvtirar icra ina nei eee sete 24 
COURSE cise eb Sic ers ¥ ow eco aia are racmia sate 6:1 le Aen ek alate ee 7 


applications 


Percent of 
patients 


100.0 
13.2 
3.5 


1.9 
81.4 


Percent of 


100.0 


Percent of 
rejections 
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TABLE 92 
New York State (Exclusive of New York City) 
Pay Stat us of Patients in Hospital Clinics, November, 1939 
CLINIC PATIENTS AT 12 VOLUNTARY HOSPITALS CLASSIFIED BY 
RESPONSIBILITY FOR PAYMENT AND BY SOURCE OF INCOME 


Not 
Receiving On receiving 
PAYMENT OF CLINIC Total public WPA public 
ADMISSION FEES relief wages se 
or 


a. Cases accepted for clinic care classified by responsibility for payment of clinic admission fees 
and by source of income 


Total accepted cases...........ececceceecs 5,219 2,182 470 2,567 
Patient paid full clinic charges. ...............- 1,436 115 75 1,246 
Patient paid partial clinic charges.............. 144 20 25 99 
Clinic fee paid from public welfare funds........ 155 146 UA bidesce tol Se 
ME ree re tot yee eect ee che eae 3,484 1,901 361 1,222 


MOL tet ORR 6 one Wed iewcdewadedes 100.0 41.8 9. 49.2 
Patient paid full clinic charges. ................ 100.0 8.0 5: 86.8 
Patient paid partial clinic charges.............. 100.0 13.9 17.4 68.7 
Clinic fee paid from public welfare funds........ 100.0 94.2 rel acaenes 
Bie ENR ERE Sahat arc ohes cv@rinct revayieiePero-a-miererw eri arerecwi-oraeeey 100.0 54.6 10.4 35.0 
c. Percent distribution of accepted cases by responsibility for payment 

PROGR atic cre taeda eet e aslo esiee%-s eset wie ss 100.0 100.0 100.0 100.0 
Patient paid full clinic charges................. 27.5 5:3 16.0 48.5 
Patient paid partial clinic charges.............. 2.7 0.9 5.3 3.9 
Clinic fee paid from public welfare funds........ 3.0 6.7 Re Poteet ate 
MRI MBE aie Ege ea Stes elon «ate « sooo aud ele eee 84% 66.8 87.1 76.8 47.6 

| 
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TABLE 93 
New York City 
Pay Status of Patients in Hospital Clinics, November, 1939 
CLINIC PATIENTS AT 21 VOLUNTARY HOSPITALS CLASSIFIED BY 
RESPONSIBILITY FOR PAYMENT AND BY DISPOSITION 


OF APPLICATIONS 


a. Visits to hospital clinics classified by responsibility for payment 


Number of Percent of 
SOURCE OF PAYMENT pr x eatin 
Total. wisiternicide dn. bieavson tet. vdiidiuroeee od baitiinels as 162,204 100.0 
Full payment of clinic admission fees by patient.............0e0005 75,772 46.7 
EGO OED B i rutoteece'% sai orate tans (nse oon taeeeabes Rebiaie bss Huge aes cine cieeeomean bine 86 ,432 53.3 


b. Patients receiving prescriptions, appliances and other services classified by responsibility for 


payment 
Number of | Percent of 
SOURCE OF PAYMENT patients pationte 
Total patients... 200026 OR Gk. GRRE Sotwes eb eeans bode 45 ,833 100.0 
Will Mavmentioe MAviewe a. 2.1 '6 . «cio Reon see ake ile ales ele alondaree sree 15,212 33.2 
Partial payment by pationte. i. OOS a ok ee ee 2,45 §.3 
Wealtare doparumont DAVIBON. ...<'s dss ts sis cl We Aais acoletale snes tina erem 8,519 18.6 
Givementirely ree es Bb co Se Ee ee ee ee Oe 19 ,646 42.9 
ce. Applications for clinic care classified by disposition 
Number of | Percent of 
DISPOSITION OF CASES applications | applications 
Total appliontions 478s ak oes et SP FR Be 8 Ces eid rately 32,124 100.0 
New cases accepted for care during November (new cases and old 
CASES TERDD IEDR CTH Mes SSE ORE Se LIRR 45s Ue ak OE 28,804 89.7 
Casés rejected during November... é5.64,.6o% «iis as ate sje 60 a 0d sre 8 Sie. aaa 3,271 10.2 
Cases undecided: on November 30.5 sb .g eo coe. eh aes 49 0.1 
d. Cases rejected for clinic care classified by reason for rejection 
Number of | Percent of 
REASON FOR REJECTION rejections rejections 
LOCAL TOJOOUIONS ces ors exe eects ciertcet cae Exe Sea die bel ene atone Bi271 100.0 
Patient‘can: afford ‘private physician: 2 0c. ew oe Hew ee ees 706 21.6 
Private physician will treat free or give credit..................0485 16 0.5 
CISGG GETS NOU TOON Be: oe coe clare, s f-0 1b 6 aia tl i osccre iin) Beene 48 1.5 
Already: indor) care in GHOGROFGHNIOW) <6 :66.5.6isc outa Wo vie ose wees 242 7.4 
Reterredtoothericlinie: (private)e ze iA Seen ccusscoumameeeoes 569 17.4 
Referred to other-olinic: (UbliG) es 2a8 soe sa oo dae Semone eas 1,103 33.7 
TiO OM TAO EGIOS. RE SCUUA wk aya lS EA baw als v cia a bia/siew oS See OE 88 2.7 
Ory) oe CR One ABR ted apne) on. | ee ee ane eR mre rere cS 499 15.2 
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TABLE 94 
New York City 
Pay Status of Patients in Hospital Clinics, November, 1939 


CLINIC PATIENTS AT 21 VOLUNTARY HOSPITALS CLASSIFIED BY 
RESPONSIBILITY FOR PAYMENT AND BY SOURCE OF INCOME 


Not 
Receiving On | receiving 
PAYMENT OF CLINIC Total public WPA public 
ADMISSION FEES relief wages es 
or 


a. Cases accepted for clinic care classified by responsibility for payment of clinic admission fees 
and by source of income 


otal AeCOMtOd GASOS. 2c. ca et scs eee e vas 28,804 5,203 1,821 21,780 
Patient paid full clinic charges................. 17,507 395 508 16,604 
ECC OAEOM Sart ON ee cok break ow els eels Be mee 11,297 4,808 1,313 5,176 


b. Percent distribution of accepted cases by source of income 


PPM OOS ed. SRE e.. Sel Oursie eon whats Boer ewe 100.0 18.1 6.3 75.6 
Patients paid full clinic charges................. 100.0 2.3 2.9 94.8 
Rem ORT Girls ests? 2i0h (5 oot. Pk ERs See Ras Y 100.0 42.6 11.6 45.8 


PE Uae ots SAPS a 1a 9 dL ctalelet « ASR + LER S Ogle Gade 100.0 100.0 100.0 100.0 


Patient paid full clinic charges................. 60.8 7.6 27.9 76.2 
REE hey) rag Ni Site OR wats eA ecanaAt 4S dha 39.2 92.4 W221 23.8 
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Chapter V 
GRADUATE MEDICAL EDUCATION IN NEW YORK STATE 


Introduction 


The Commission has considered the problems of graduate medical 
education within its scope because physicians schooled and experi- 
enced in modern scientific methods are essential to the fullest pos- 
sible development of preventive and curative medicine. The oppor- 
tunity that is provided young men and women about to enter the 
field of medical practice to acquire modern skills and techniques 
under adequate supervision is a matter of public concern. 


Both the public and the medical practice of the future would . 


benefit if every young medical graduate could have a hospital 
experience which is truly educational. Recent accomplishments in 
the control of such diseases as pneumonia and syphilis have demon- 
strated that the application of newly developed procedures can 
materially lower death rates and costs of illness. For the young 
physician, supervised instruction in the hospital offers an excellent 
opportunity to acquire a practical knowledge of these new 
procedures. 

A study committee on medical standards appointed by the Chair- 
man of the Commission was requested to investigate the problems 
of graduate medical education, as well as a practical method for 
voluntary certification of medical specialists. The work of this 
committee in relation to medical education during the last year 
included consultations with medical educators, a conference with 
representatives of the medical groups interested, study of State 
medical practice acts, and special surveys. 

A study of the recent history of medical education and con- 
sultations, both by means of conferences and correspondence with 
medical educators, showed that this group recognized the intern 
year as an essential part of the educational preparation for the 
practice of medicine. 

In 1915 some schools of medicine established a requirement of 
one year of approved intern training for the degree of Doctor of 
Medicine. By 1939, 13 schools situated in the Southern, Midwestern 
and Western sections of the United States and four schools in 
Canada had adopted this requirement. 

The legislatures of a number of states, beginning with Penn- 
sylvania in 1914, amended their medical practice acts to require one 
year of intern training as a prerequisite for medical licensure. By 
1939, 21 widely-seattered states, the District of Columbia, Alaska 
and Porto Rico had enacted similar legislation. These laws were 
reviewed by the Commission from the point of view of content of 
the internship required, administrative procedure and difficulties 
arising in the functioning of these laws. New York State has not 
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been one of the states requiring intern training for medical 
licensure. 

A survey was made of the existing opportunities for intern train- 
ing in New York State based on standards formulated by the 
American Medical Association. A detailed analysis of the data 
submitted is presented below as Study 1. It was found that 1,347 
of the 1,684 approved internships available in New York State 
were located in New York City. The lack of facilities for intern 
training in upstate New York is reflected in the fact that only 16.7 
percent of the general hospitals (representing 42 percent of all 
general hospital beds in this area) are approved by the American 
Medical Association for the training of interns. 

The House of Delegates of the Medical Society of the State of 
New York at a meeting on April 25, 1939, adopted the following 
resolution : 


““Resolved: That the House of Delegates hereby instructs the 
officers of the Medical Association of the State of New York to take 
whatever steps that may be necessary to secure the introduction of 
legislation to amend the Medical Practice Act so as to require 
internship of not less than one year in an acceptable hospital 
approved for internship by the American Medical Association 
before a license to practice medicine may be granted by the Board 
of Regents of the University of New York.’’? 


On November 16, 1939, a round table conference was held at the 
New York City Academy of Medicine by the Committee on 
Medical Standards of the Commission, This meeting was attended 
by representatives of the Medical Council of the State of New York, 
American Medical Association, Medical Society of the State of 
New York, New York City Academy of Medicine, State Depart- 
ments of Health, Education and Social Welfare, State Board of 
Medical Examiners, Greater New York Hospital Association, Hospi- 
tal Association of New York State, the Hospital Council of Greater 
New York, the deans of all the medical schools in New York State 
and members of the Committee on Medical Pierced and the 
technical staff of the Commission. 


Two questions were considered at this meeting. 


1. Is it advisable to introduce State legislation requiring one 
year of intern training at a hospital approved for this purpose as 
a prerequisite for medical licensure? Consideration was given to 
the adequacy of hospital facilities for intern training, the method 
of approving hospitals for this purpose, the type of intern require- 
ment desired and the type of educational facilities desirable in a 
hospital. The group expressed itself in favor of supervised intern 
training as an essential part of medical education and medical 
licensure. Representatives of the Association of Medical Colleges 
and the American Medical Association reported the existence of 
adequate opportunities for intern training in the United States. 


1 Minutes of the annual meeting of the House of Delegates, New York State 
Journal of Medicine, Vol. 39, No. 12, 1939, p. 1234. 
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Seventeen votes in favor and no opposing votes were recorded for 
‘the additional requirement of a year of internship in a properly 
qualified hospital before the granting of a license to practice 
medicine.”’ * 

2. Is it advisable to establish at the State level a voluntary regis- 
ter of medical specialists? The registration of specialists was 
endorsed in principle with the recommendation that, for the 
present, such registration and endorsement of specialists be left 
with the non-governmental groups active in such work. 


Following this meeting the Committee on Medical Standards 
requested that information be secured regarding the interns and 
residents serving the hospitals unapproved by the American Medi- 
eal Association for intern training in New York State (exclusive of 
New York City). This study was carried out by canvassing the 
163 hospitals in upstate New York not approved by the American 
Medical Association for the training of interns. The study brought 
to light the fact that there was in New York State a number of 
physicians receiving intern training in a small proportion of the 
hospitals in the State not approved for this purpose. Half of these 
interns were graduates of schools not recognized by the New York 
State Board of Medical Examiners and would not be eligible for 
medical licensure in New York State. Further, it was found that 
very few of the hospitals not approved for intern training had the 
services of interns. A detailed analysis of the data submitted is 
presented below as Study 2. 

As a result of these studies, two bills were prepared for submis- 
sion to the State Legislature. One bill was designed to require the 
completion of a one year internship approved by the Department 
of Education as a prerequisite for a license to practice medicine in 
New York State. This bill was recommended to the Legislature 
by the Commission and was introduced in the Assembly by Mr. 
Mailler on February 13, 1940, Introductory Number 1420 and in the 
Senate by Mr. Mahoney on February 27, 1940, Introductory Num- 
ber 1158.* The text of this bill is in Appendix L, page 476. 

The second bill, designed primarily to protect the public, called 
for changes in the Medical Practice Act which would prohibit the 
appointment of graduates of unaccredited medical schools as 
interns or residents in hospitals in New York State. This bill was 
recommended to the Legislature by the Commission and introduced 
in the Assembly by Miss Todd on March 8, 1940, Assembly Intro- 
ductory Number 2158 and in the Senate by Mr. Mahoney on March 
19, 1940, as Senate Introductory Number 1685.* 

In order to estimate the number of candidates for medical licen- 
sure in New York State likely to be affected each year by the pro- 


2 Proceedings of Meeting, November 16, 1939, of Committee on Medical 
Standards of the Temporary Legislative Commission to Formulate a Long 


Range State Health Program, p. 51. 
3 This bill was passed by the 1940 Legislature and vetoed by the Governor. 
4For text see Appendix M, page 479. This beeame law April 26, 1940. 


(Chap. 761, Laws of 1940.) 
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posed intern requirement legislation, the American Medical Asso- 
ciation was asked to cooperate by supplying data on the intern 
experience of physicians licensed to practice in New York State dur- 
ing the five year period 1933-38. 

A preliminary analysis of this data for the years 1937 and 1938 
(see Study 3) showed the majority of physicians not recorded as 
having completed at least one year of approved intern training 
were graduates of foreign medical schools. 

This study also revealed that during these two years 23 graduates 
of unaccredited schools obtained licenses to practice medicine in 
New York State by endorsement of credentials from other states. 
This situation indicated the need for immediate correction. 


Study 1: Opportunities for Intern Training in New York State 


A study was made to determine the extent to which the general 
hospitals in New York State offer an opportunity for the training 
of interns. 

The list of general hospitals approved by the Council on Medical 
Education and Hospitals of the American Medical Association for 
the training of interns’ was used as the source of information 
for this study as it is the most widely accepted standard list. The 
American Medical Association has long been active in increasing 
the educational value of hospitals by formulation of standards and 
approval of hospitals for intern training. 

For each of the hospitals in New York State on the approved list 
the number of hospital beds, number of internships available and 
type of control was obtained. Summary tables showing the entire 
State, upstate New York and New York City were prepared. (See 
Table 95.) 

One hundred and two hospitals are approved for intern training 
in New York State. The total bed capacity of these hospitals is 
41,870. This group of hospitals offers intern appointments to 
1,684 medical graduates. 

Only 39 of the 102 hospitals offering internships are located out- 
side of New York City. These upstate hospitals offer only 337 of 
the 1,684 internships in the State. 

The majority of the approved hospitals in the State are under 
voluntary control (80 among 102). Among the 20 hospitals under 
public control, 16 are city hospitals. Only two proprietary hospi- 
tals are included. Although the public hospitals form only 19.6 
percent of all the hospitals they offer 39 percent of the total intern 
appointments. 

The 18 city hospitals in New York City account for 569 or one- 
third of all the internships in the State. 

Information on type of control and number of beds in general 
hospitals in upstate New York was obtained from the preliminary 
report of the Commission.® The proportion of hospitals approved 

5 Journal of the American Medical Association (Education Number), Aug. 


26, 1939, Vol. 113, No. 9, pp. 836-837. 
6 Leg. Doc. (1939) No. 97, pp. 32-35. 
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for intern training was computed for each type of hospital control. 
In addition, a similar computation based on bed capacity was pre- 
pared. (See Table 96.) It was found that only 16.7 percent of 
the general hospitals were approved for intern training. This 
group of hospitals includes 42 percent of the total beds in all 
general hospitals in the upstate area. Twenty-four and six-tenths 
percent of all voluntary general hospitals in upstate New York 
representing 50.8 percent of the upstate voluntary general hospital 
beds are approved for intern training. 

It should be remembered that both Federal and State hospitals 
maintain full-time paid medical staffs and that many of these 
general hospital beds are in the infirmaries of government 
institutions. 


Conclusions: 


1. The general hospitals of New York City contribute the major- 
ity of approved internship opportunities. 

2. One-third of all approved internships in New York State are 
offered by 13 municipal general hospitals of New York City. 

3. Only sixteen and seven-tenths percent of the approved general 
hospitals in upstate New York are approved for the training of 
interns. 

4. Voluntary general hospitals provide most of the opportunities 
for the training of interns in the upstate area. 


Study 2: Intern and Resident Staffs in Hospitals not Approved 
for Intern Training 


A study was made to ascertain the number of physicians receiv- 
ing intern training in hospitals in upstate New York not approved 
for this purpose by the Council on Medical Education and Hospitals 
of the American Medical Association. The Commission wished to 
have an estimate of the number of these hospitals which would be 
deprived of the services of interns should the proposed legislation, 
requiring an approved internship for medical licensure, be adopted. 
A questionnaire (see Appendix N, pages 481-2, was prepared 
requesting the following information: 


1. Visiting staff policy? 

2. Existence and type of attending ward service staff? 

3. Existence of, or reason for not having, an intern staff? 
4, If an intern staff was maintained: 


a. Type of intern service? 

b. Monthly stipend (if any) ? 

e. Number of interns holding appointments at present? 

d. Medical school, graduation date and previous approved 
internship (if any) of each intern? 


5. Existence of a resident staff? 
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6. If a resident staff is maintained : 
a. Number of residents holding appointment at present? 
b. Medical school, graduation date and previous approved 
internship (if any) of each resident? 


On December 28, 1939, these schedules were submitted to the 
superintendents of the 163 general hospitals in upstate New York 
not on the approved list for the training of interns.’ 

By February 10, 1940, replies had been received from 126 hospi- 
tals with a total bed capacity of 8,975. Twenty-one of the replying 
hospitals, with a capacity of 1,790 beds, were army, veterans’ 
administration, or institutional hospitals and were omitted from 
the tabulation. The 37 hospitals which had not replied by 
February 10, 1940, represented a total of 2,672 beds. 

The 105 hospitals (containing 7,185 beds) on which the present 
tabulation was based form a representative sample of the upstate 
unapproved general hospitals from the standpoint of size and con- 
trol. (See Table 97.) 


Analysis of Intern and Resident Data.—Of the 105 hospitals 
studied, 69 were without interns or residents, 11 had interns but 
no residents, 2 had both interns and residents and 23 had residents 
only. (See Table 98.) It is significant that 25 of the 69 hospitals 
with neither interns nor residents on their staffs were 50 to 200 
bed hospitals. Thirty-one of the 37 hospitals which reported no 
attending ward service had neither interns nor residents. Forty- 
one of the 58 hospitals with open visiting staff policy did not have 
the services of an intern or resident. (See Table 98.) 

Twenty-nine physicians were serving internships in 13 hospitals 
not approved for intern training. Only one of these 29 physicians 
had previously completed an approved internship. Fifteen of these 
interns were graduates of American or Canadian medical schools 
unaccredited by the New York State Board of Medical Examiners 
and 8 were graduates of foreign schools. It is significant that (in- 
eluding the 1 who had previously completed an approved intern- 
ship) only 6 of these 29 interns had graduated from accredited 
American or Canadian schools of medicine. (See Table 99.) 

Twenty-five hospitals reported a total of 43 residents. Thirty- 
eight of these 43 resident physicians were reported as having had 
approved internships prior to their present appointment. Six of 
these residents were graduates of unaccredited American or Cana- 
dian schools and 5 had graduated from foreign medical schools. 
(See Table 100, page 317.) 

On the basis of the data received, only 28 of the 72 individual 
physicians in the group studied would have been unable to utilize 
the present internship to satisfy licensure requirements under the 
proposed intern requirement bill. Not more than 13 hospitals 


7 Journal of the American Medical Association (Hospital Number), March 
11, 1939, Vol. 112, No. 10. 
8 1940 Assembly bill Introductory 1420, Mr. Mailler. 
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among those studied would have found difficulty in filling their 
intern positions. 

The 21 graduates of unaceredited American or Canadian schools 
would have been unable to secure appointments as interns or resi- 
dents in hospitals of New York State under the provisions of the 
proposed bill for excluding graduates of unaccredited medical 
schools from hospitals.°® 


Summary: 


1. Only 36 of the 105 hospitals unapproved for intern training 
studied have staff interns or residents. Since, 25 of these 36 hospi- 
tals had residents only (only 2 had both residents and interns) 
and 38 of the 48 residents employed had previously completed an 
approved internship, few of the 105 hospitals studied would be 
adversely affected by legislation requiring at least one year of 
internship in an approved hospital as a prerequisite to licensure. 


2. The study revealed only 28 physicians without previous 
approved internships, holding intern appointments at hospitals 
unapproved for intern training. 


3. Graduates of unaceredited medical schools accounted for 21 
of the 72 interns and residents reported in hospitals in upstate 
New York not approved for intern training, despite the fact that 
such graduates are not eligible for license to practice medicine in 
this State. 


Study 3: Intern Experience of Medical Licensees 


Physicians in New York State are not required to present evidence 
of completion of an internship in order to receive licenses to prac- 
tice medicine. However, most medical graduates recognize the 
value of intern training and spend at least one year in hospitals 
before entering the practice of medicine. 

Since an internship is not a prerequisite for a medical license, the 
New York State Department of Education does not record the 
intern experiences of the physicians it has licensed. The American 
Medical Association strives to maintain a complete file on the train- 
ing and experience of all physicians in the United States. There- 
fore, the Commission, when it wished to know how many physicians 
might be affected by legislation requiring intern training for 
medical licensure in New York State, asked the American Medical 
Association to supply this information. 

The Council on Medical Education and Hospitals of the Ameri- 
can Medical Association cooperated by searching their files, for the 
intern experience of physicians licensed to practice medicine in 
New York State during the years 1937 and 1938, and tabulated the 
information obtained. 


91940 Assembly bill Introductory 2158, Miss Todd. 
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Information was requested concerning medical schooling and 
intern experience of recently licensed physicians in New York State 
as follows: 

1. The number of physicians educated in approved American or 
Canadian schools, foreign schools and unapproved American or 
Canadian schools. 

2. The number of physicians who had completed at least one year 
of internship in hospitals approved for intern training in New 
York State, approved hospitals in other states, unapproved hospi- 
tals and the number with internships now in progress. 


The tabulation of these data for the licensees of the New York 
State Board of Medical Examiners for the years 1937 and 1938 
was forwarded in time for inclusion in this report. This material 
in the form submitted by the American Medical Association is 
reproduced as Tables 101a, 101b and 101e, on pages 318-320. 

Analysis shows that, of the 3,261 physicians licensed in New York 
State during the years 1937 and 1938, 202 had taken internships 
at hospitals unapproved for intern training and 771 had not com- 
pleted internships or had no record of intern service. (See Table 
10la.) Of the 771 physicians with incomplete internship records, 
581 (75.38 percent) were graduates of foreign medical schools. 
Only 5.5 percent in 1937 (see Table 101b) and 6 percent in 1938 
(see Table 101c) of the American and Canadian graduates licensed 
in New York State did not complete a year of intern training. Of 
the 2,161 completed approved internships 1,404 (65 percent) were 
completed in hospitals in New York State. 

Although graduates of schools not accredited by the New York 
State Board of Medical Examiners are not eligible for medical 
licensure in New York State, 23 such graduates achieved New York 
State licensure during the years 1937 and 1938 by endorsement of 
licenses issued by other states. 


Summary: 


1. In spite of the lack of a formal requirement most of the Ameri- 
ean and Canadian medical graduates completed one year of 
approved internship, therefore, the proposed legislation requiring 
a year of approved intern training would impose little hardship 
on this group. However, more than one-third (1,100) of the 3,261 
physicians licensed to practice medicine in New York State during 
the years 1937 and 1938, either did not serve their internships in a 
hospital approved for the purpose, had not completed an intern- 
ship or had no record of intern service—according to the records 
of the American Medical Association. 

2. There is evidence that individuals not eligible for licensure by 
examination do secure licenses to practice medicine in New York 
State by endorsement of credentials from other states. 
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TaBLE 95 


New York State 
Graduate Medical Education 
Study 1. Opportunities for Intern Training 


HOSPITALS APPROVED BY THE AMERICAN MEDICAL ASSOCIATION 
FOR INTERN TRAINING; TOGETHER WITH HOSPITAL BEDS 
AND INTERNSHIPS AVAILABLE CLASSIFIED BY 
TYPE OF CONTROL OF HOSPITAL 


Hosprrats Hosprtan Breps InterNsHies AVAILABLE 
Total Total Total 
Upstate| New Upstate| New Upstate | New 
Y nat New York York New York Bact New York 
State York City State York City State York City 
Total — Number........ 102 39 41,870 | 11,322 | 30,548 1,684 337 1,347 
Percent........ 100.0 38.2 61.8 100.0 27. 73. 100.0 20.0 80.0 
Voluntary — Number.... 802 34a 46 | 25,331 8,530 | 16,801 1,009 271 738 
Percent....| 100.0 42.5 57.5 | 100.0 33. 66. 100.0 26.9 73.1 
Proprietary Number..} 2] ...... 2 Te See 506 3 by ey eee 17 
Percent...} 100.0] ...... 100°0-(-100°0 1. S.. 100.0} 100.0] ...... 100.0 
Public 
Total — Number...... 20 5 15 | 16,033 2,792 | 18,241 658 6 592 
Percent...... 109.0 25.0 75.0 100.0 17.4 82.6 100.0 10.0 90.0 
City — Number....... 13 | 13,713 | 1,709 | 12,004 599 30 569 
Percent....... 100.0 18.7 81.3} 100.0 12.5 87.5 | 100.0 5.0 95.0 
County—Number..... 2] 2] ...... 1,083 |" ‘2,088:| .2...: 36 OE Biaracereiass: 
ercent....{ 100.0] 100.0] ...... 100.0} 100.0] ...... 100.6: 200.0 1 2.0... 
Federal— Number....| 2] ...... C1 OS 0. a Reape 1,287 | 8S, | eee. 23 
Percent... 10030 }s3.. 100.0 HE OA reigeeas 100.0 100.0] ...... 100.0 


1 Journal of the American Medical Association (Education Number) Vol. 113, No. 9, Aug. 26, 1939, pages 856-837 
2 Includes one hospital (657 beds, 36 internships) which includes a city hospital under its supervision. 


TABLE 96 
Graduate Medical Education 
New York State (Exclusive of New York City) 
Study 1. Opportunities for Intern Training 
NUMBER AND PERCENT OF GENERAL HOSPITALS (TOGETHER WITH 
HOSPITAL BEDS) APPROVED FOR TRAINING OF INTERNS 
CLASSIFIED BY TYPE OF CONTROL 


Number ty ar ae * ; =. Fs = fay 

approve: ota approve: ercen gener; ospit sin 

TYPE OF CONTROL a general for hospitals | hospi approved | approved 
ships hospitals!| intern | approved beds for intern | hospitals 

available training 2 training 
oe ous 

Total general hospitals...... 337 233 39 16.7 26,969 11,322 42.0 
OUITIEBEY. oo oi d/s'aip'c« «)a.s'aco 271 138 34 24.6 16,805 530 50.8 
PYOUEIGES. «i os es oa. Gel delegeie es yO ERED it) Herma ea ROWE iis a cieemrek tt cesta eal ae 
Public — Total........... 66 52 5 9.6 8,465 2,792 33.0 
Crys  fecdeas Seale ote 30 17 3 17.6 2,899 ,709 59.0 
Gounty: eich oe os. aie 36 15 2 13.3 3,714 1,083 29.2 
ae nc A i) eS Doles neenic eet Wee as aves BAD Hoe Heal etek Miah eigyecttersre 
WOdGed cok. Sve Be sigs ee ees a ese n oaeee cba (Ra ee ea Re a Oa 


1 Preliminary Report of the Commission, Legislative Document (1939), No. 97, Table 6, pages 33-35. 
Pi of the American Medical Association (Education Number) Vol. 113, No. 9, August 26, 1939, pages 
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TaB_e 10la 
New York State 
Grapuate Mepicau Epucation 
Stupy 3. Inrern Experience or Mepicau LIceNsEES 


HOSPITAL SERVICE AND SCHOOL OF GRADUATION OF LICENSEES 
OF THE NEW YORK STATE BOARD OF MEDICAL EXAMINERS! 


1937 and 1938 


Hospital service Total 

Internship of at least one year in approved hospital in New York....... 1,404 
Internship of at least one year in approved hospital outside of New York. 757 
Unapproved internship of at least one year................ 00.000 ee eeee 202 
Incomplete internship or no record of intern service.................... 771 
Internship now in progress in New York... 2 &:....... di fe ce ee os eee 107 
Internship now in progress outside of New York State.................. 19 
Total Licensees: 1937 and 193870070000... <: «abe + ds Se Peedeans od oe 3,261 


: : Total by 
a at pais Sa 


School of graduation Lcensinie @) tedeeuae. = and 
tion ment re ageing 
ment 
Graduate of approved medical school in the 

United States and Canada................... 1,318 811 2,129 
Graduate of foreign medical school............. 831 276 1,107 
Graduate of unapproved medical school.........] ........ 23 23 
Unclassified medical school (prior to 1907).......) ........ 2 2 
Total Licensees 1937 and 1938............. 2,149 1,112 3,261 


1 Based on data submitted by courtesy of the Council on Medical Education and Hospitals 
of the American Medical Association. 
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TasBLe 101b 
New York State 


GrapuaTe Mepicaut EpucaTIoNn 
Stupy 3. IntTerRN ExPEeRIENCE OF MepicaL LICENSEES 
MEDICAL LICENSEES CLASSIFIED BY HOSPITAL SERVICE AND 
SCHOOL OF GRADUATION BY METHOD OF LICENSURE! 
1937 List 
NEW YORK STATE BOARD OF MEDICAL EXAMINERS 


: : Total by 
Licensed agra a 


Hospital service aa peat wee lntadethe- age and 
tion ment bcbiiniiapirg 
ment 
Internship of at least one year in approved hos- 
mutal in’ Now V¥ork. . 2.) seas 022 3553s 588 175 763 
Internship of at least one year in approved hos- 
pital outside of New York................... 172 264 436 
Unapproved internship of at least one year...... 90 38 128 
Incomplete internship or no record of intern 
RERVICE FIM) Gre eee abe 6 see es 208 190 398 
Internship now in progress in New York........ 11 1 12 
Internship now in progress outside of New York.. | a a 1 
See REA OT OR Ie. ch ce oe ae 1,071 668 1,739 


Of 398 incomplete internships, 305 were held by foreign gradu- 
ates and 93 by students from American or Canadian schools. Ac- 
cordingly, only 5.5 percent of the American and Canadian gradu- 
ates licensed in New York State during 1937 did not complete a 
year of intern training. 


Licensed | Licensed Total by 


: - by examina- 
School of graduation examina- | endorse- at 
tion ment nowt 

Graduate of approved medical school in the 
United States and Canada.. <j Rca he kare 673 433 1,106 
Graduate of foreign medical dete Vie Ae: 398 220 ~ 618 
Graduate of unapproved medical school.........] ........ 14 14 
Unclassified medical school (prior to 1907).......] ........ 1 1 
Peene, Seaees Coet ae, et. FS EB: 1,071 668 1,739 


1 Data as submitted by courtesy of the Council on Medical Education and Hospitals o ithe 
American Medical Association. 
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Taste 101c 
New York State 
GRADUATE MepicaL EDUCATION 
Srupy 3. Invern ExPeriIENCcE oF MepicaL LICENSEES 
MEDICAL LICENSEES CLASSIFIED BY HOSPITAL SERVICE AND 
SCHOOL OF GRADUATION BY METHOD OF LICENSURE! 
1938 List 
NEW YORK STATE BOARD OF MEDICAL EXAMINERS 


Hospital service exahinan | aan poe de 
tion ment ment 

Internship of at least one year in approved hos- 

mite) i Maw GE. cis ie oases eee tens 470 171 641 
Internship of at least one year in approved hos- 

pital outside of New York................... 130 191 321 
Unapproved internship of at least one year...... 59 15 74 
Incomplete internship or no record of intern 

Se AE ea ree RN Lok ple bie ee ESE ah See ee 311 62 373 
Internship now in progress in New York........ 92 3 95 
Internship now in progress outside of New York.. 16 2 18 


FROMM. hie ts cuicicn hae VRBe id teed ei ee Sie 1,078 444 1,522 


Of 373 incomplete internships, 276 were held by foreign gradu- 
ates and 97 by students from American or Canadian schools. 
Accordingly, only 6 percent of the American and Canadian grad- 
uates licensed in New York State during 1938 did not complete a 
year of intern training. 


Licensed | Licensed Total by 


: by by examina- 

School of graduation cxamninns'. cau pon and 

tion ment penning 

ment 
Graduate of approved medical school in the 

United States and Canada................... 645 378 1,023 
Graduate of foreign medical school............. 433 56 489 
Graduate of unapproved medical school.........] ........ 9 9 
Unclassified medical school (prior to 1907).......) 2.2.2... 1 1 
OS ERED Wt OA el yl aeRO Pe 1,078 444 1,522 


1 Data as submitted by courtesy of the Council on Medical Education and Hospitals of the 
American Medical Association. 
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Chapter VI 
HEALTH INSURANCE 


This chapter is devoted to a detailed consideration of insurance, 
voluntary or compulsory, as one of the methods for the distribution 
of medical care. 

The Commission immediately recognized that while compulsory 
health insurance is one of the methods of distributing medical care, 
it is primarily a procedure for pooling funds contributed by insured 
persons and their employers, using such funds to pay for such 
medical care and to provide cash benefits to the insured during 
the periods of disability. It was recognized by the Commission that 
the medical needs of wage earners, including their dependents, with 
fixed income levels, could be met in many ways which differed, one 
from the other, both with respect to the scope of medical services 
provided and the methods by which such services were distributed, 
supervised and paid for. 

Compulsory health insurance, therefore, should be considered 
in the light of its development in foreign countries, the applicability 
of such development to New York State, and its relationship to 
other methods of distributing medical care which might be more 
appropriate to conditions prevailing in New York State. Henee, 
the studies made by the Commission of existing and proposed 
schemes for public provision of medical care, and studies of volun- 
tary hospital services and medical care insurance programs should 
be carefully weighed, together with the private practice of medicine, 
in the evaluation of this study of Health Insurance. 


Part I. INTRODUCTION 


Due to tremendous scientific and technical progress during the 
last half century medicine has become more efficient than ever 
before. At the same time medical care has become increasingly 
complex. Medical practice in all its phases—observation, diagnosis 
and treatment of the sick has been definitely shifting from the 
sphere of the home to hospitals‘ and other centers. The cost of prac- 
ticing medicine has steadily risen due to the need for huge capital 
investment in equipment and increased current expenditures for 
the provision of good medical care. 

Ever mounting medical bills have imposed new burdens on the 
pocketbook of each patient. Profound changes in economic condi- 
tions and the social structure, coinciding with equally profound 
changes in the science and art of medicine, have affected the pur- 
chasing power? of the people. This inevitably has influenced the 
economic status of the physician in the community.® 


1 Tables 102-104 on Hospital Facilities and Extent of General Hospital 
Care, see pp. 3024-325. 

2 Table 105 on Distribution of Incomes in 1935-36, see p. 325. 

3 Table 106 on Income of Physicians, see p. 326. 
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Modern society is faced with these problems: How shall preven- 
tive and curative medicine be made available to all of the people 
without discrimination? How shall available medical resources, 
knowledge and skill be organized for distribution? How can medi- 
cal care be furnished at a price which is fair to both patient and 
physician ? 

There are various ways of adapting modern medicine to modern 
social and economic requirements. This chapter is devoted to a 
detailed consideration of insurance as one of the methods by which 
a solution of this problem has been attempted or proposed. 


IlIness—An Insurable Risk 


By applying the principle of insurance, it is claimed that not 
only can we avoid, or reduce, the financial burden and economic 
losses due to ill-health, but we can contribute also to the health of 
the individual and the community. 

The experience of commercial insurance companies shows that 
illness is an insurable risk because costs for the individual due to 
sickness, injury or maternity are uncertain and variable, unpre- 
dictable, unbudgetable and often disastrous. Costs of illness for 
a large group can be predicted and budgeted. 

Prediction and budgeting is possible because the ‘‘Law of Aver- 
ages’’ and the actuarial principle can be applied to illness as well 
as to death. An accurate measurement of potential risks, how- 
ever, can be made only for large groups of people and over periods 
of time. 

‘‘Health Insurance’’, voluntary or compulsory, may be defined 
as a method of pooling risks and resources to budget and pay the 
costs of medical care and/or compensate for loss of earnings due 
to disability. The organization of many people under a single plan 
is considered necessary to pool the risks. The technique of small 
periodic prepayments is a method used to pool the resources. 


Various Types of “Health Insurance” 


Insurance against the economic and social risks of ill health may 
be organized for the purpose of furnishing services necessary to 
maintain or restore good health. Hence the concept of ‘‘health 
insurance’’ in terms of service plans providing for one or a variety 
of services in return for regular prepayments in cash. 

Insurance against the economic risks of ill health may be organ- 
ized for the purpose of paying cash to the insured, in a certain pro- 
portion to the economic losses due to illness. Then the concept is 
of ‘‘health insurance’’ in terms of indemnity or cash plans provid- 
ing for reimbursement of medical expenses or compensation for 
loss of income or both in return for regular prepayments in cash. 

Insurance against the risks of ill health may be organized so as 
to combine both provision of services in cash or in kind as well as 
compensation for disability. 
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Two procedures can be used to apply the insurance principle 
to medical care: voluntary cooperation of a number of individuals 
or groups; or a governmental requirement that certain economic 
or occupational groups join a scheme safeguarded, guaranteed and 
assisted by law. 


Various Methods of Distributing Services under Health Insurance 


There is no innate relationship between the mechanism of dis- 
tributing medical care and the method of paying for the costs 
of such eare. 

Services may be distributed on the basis of the individual prac- 
tice of medicine and paid for through a prepayment arrangement. 

Under programs conducted on the principle of individual practice 
an indefinite number of physicians may participate in the plan; 
their number is determined by their willingness to work at terms 
and conditions mutually agreed upon. Just as the physician is 
free to join the plan, the patient is free to choose his doctor from 
among those participating. The physicians usually are compen- 
sated either on the basis of a fee schedule established for this pur- 
pose, or on a capitation basis, or on a combination basis. 

Services may be distributed on the basis of the group practice 
of medicine and financed by regular prepayments. 

Group practice may be defined as the cooperative practice of 
medicine by physicians for the purpose of pooling experience, 
equipment and earnings. 

Under plans based on the principle of group practice* medical 
eare is furnished by an organized group of physicians, dentists, 
pharmacists, nurses and other related personnel; their type and 
number are determined by the size of the population group to be 
served. 

Usually services of the professional group are distributed from 
a center, such as a clinic or hospital. The patient is free to choose 
from the physicians on the staff of the group. The professional men 
and their aides usually receive fixed salaries and enjoy a number of 
privileges such as time off during the week, rotating service during 
nights and holidays, paid vacations, and an opportunity for post- 
graduate study. 

Dr. Hugh Cabot,’ in commenting on group practice makes the fol- 
lowing statement: ‘‘This development has evidently come about as 
the result of changing conditions of two kinds—medical and 
economic. The medical reason for the development of the group 
is the self-evident fact that the individual practitioner is in con- 
stant need of advice and assistance from colleagues who have 
devoted their time to special fields. The conception thus arose that 
the effectiveness of the general practitioner might be increased by 
directly associating with himself the commonly necessary special 


4Group Medical Practice, Committee on Research in Medical Economies, 
4 


0. 
5 Cabot, Hugh. The Doctor’s Bill. Columbia University Press, N. Y., 1935, 
p- 69. 
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consultants. Assuming good judgment in the selection of the group, 
no argument is necessary to show that it can offer a superior grade 
of service. 

‘*On the economic side, a wisely arranged association of general 
and special practitioners will obviously have the result of making 
possible very large savings in overhead, which, today, particularly 
in the case of the specialist, has become a very important charge 
against his gross income. That this does, in fact, occur has been 
frequently denied, chiefly by the various groups commonly referred 
to as ‘organized medicine.’ 

‘‘That the formation of a group does in some magical way alter 
the individual characteristics of its members is not here asserted, 
but it is asserted that by sound organization the group can diminish 
overhead charges. Insofar as decrease in expense for overhead 
operates to increase the net income of the group, it will be possible 
for the group to offer their services to the community at a lower 
figure. This amounts, of course, simply to passing on to the con- 
sumer the benefits obtained by better organization, a maxim which 
has dominated business for many years.”’ 

The proponents of the individual practice of medicine believe 
that group practice, especially on an insurance basis, will result in 
an undesirable limitation to the patient of free choice of his physi- 
cian, as well as an impairment of the quality of medical care 
provided through a system of regimentation and lay control. 

The platform of the American Medical Association advocates 
‘‘The continued development of the private practice of medicine, 
subject to such changes as may be necessary to maintain the quality 
of medical care and to increase its availability.’ 

Various approaches may be used in efforts to organize collective 
as contrasted to individual purchase of medical care, either on 
the basis of the individual or the group practice of medicine. The 
forces of the ‘‘producers,’’ namely the physicians and allied pro- 
fessions, may be organized without changing the old-established 
method of finance ;—a fee for a service; the resources of the ‘‘con- 
sumers’’ of medical care may be organized by the development of 
prepayment plans without changing the traditional system of 
individual practice. Finally, these and other methods of distribut- 
ing and compensating services may be combined. 


Source Material (Tables 102-106) 


TABLE 102 
Hospital Facilities in the United States—All Types: 

Number of Number 
Year hospitals of beds 
NEE: Tangent hoe erp arate WI ARR TUT) Ae ts Mire sein MESSY eeu 149 35,453 
19087 NIUE, OF AGO, FR PEEL ork eee 4,359 421,065 
LOMA yn is chat DREN ad Rare sis AA ce 5,037 532,481 
LOS islba, hia ve/ 6 Wahid Sas! os Tp S OMAN L ga <I NUAMG Saba S Ta 6,852 892,934 
MOA 1, UA. sceacrede Dp emunersrek omnelineis tc as chee 6,334 1,048,101 
AIS oe. costae crore ie toa tare eines: SHSeNT SMe era ela sae Maree 6,166 1,161,380 
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General Hospitals in the United States: 


Year 
1927 Government 
Non-governmental 
Grand total 
Government 
Non-governmental 
Grand total 
Government 
Non-governmental 
Grand total 


1934 


1938 
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Extent of General Hospital Care in the United States: 


Year 

1927 Government 
Non-governmental 
Grand total 
Government 
Non-governmental .... 
Grand total 
Government 
Non-governmental 
Grand total 


1934 


Ce he a he 


1938 


a eT ee ee 
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1935-1936 DISTRIBUTION OF INCOME IN THE UNITED STATES 


FAMILIES AND SINGLE INDIVIDUALS 


INCOME LEVEL 


Number 

EL MRGRG ROOM a ctare cogs: 3 4 p5eaeus 2,123,534 
S250-S500 Se ee 4,587 ,377 
$500-$750. i458. fc. 45 5,771,960 
SHS LLOUO oo 6 uo wings ce 5,876,078 
$1,000-$1,250........... 4,990,995 
$1,250—$1,500. 2:63 6% «a. 3,743 ,428 
$1,500-$1;750. 5... 2,889,904 
$1,750-$2,000. fo. 50.5: 2,296 ,022 
$2, '000-$2, 2/5 cae erate 1,704,535 
$2,250-$2,500........... 1,254,076 
"500-$3, ies cee rare 1,475,474 
$3,000-$3,500........... 851,919 
$3,500—-$4,000........... 502,159 
$4,000—-$4,500........... 286 ,053 
$4,500-$5,000........... 178,138 
$5,000-$7,500........... 380 , 266 
$7, 500-$10, 1, ee See 215,642 
$10, 000-$15,000......... 152 ,682 
$15,000-$20,000 ratio wiles 67 ,923 
$20,000-$25,000......... 39,825 
$25,000-$30,000......... 25,583 
$30, '000-$40, 2 aie 17,959 
$40,000-$50,000.. 8,340 
$50,000-—$100, HOO) 58 13,041 
$100, 000-$250, 000.. 4,144 
$250,000—$500,000....... 916 
$500,000-$1 ,000,000 operas 240 
$1,000,000 and over..... 87 
PUIRNOW EIN UOC wales eis 39,458,300 


* Less than 0,005 percent. 


Per cent | Cumu- 
at each lative 
level bial 
5.38 5.38 
11.63 17.01 
14.63 31.64 
14.90 46.54 
12.65 59.19 
9.49 68.68 
7.32 76.00 
5.82 81.82 
4.32 86.14 
3.18 89.32 
3.74 93.06 
2.16 95.22 
1.27 96.49 
.72 97.21 
45 - 97.66 
.96 98.62 
55 99.17 
.39 99.56 
ohh 99.73 
.10 99.83 
.06 99.89 
.05 99.94 
.02 99.96 
.08 99.99 
.01 100.00 
* Sree @ ea 
* oP m6 se 62 
* eee eee 
111 28) ee eo 
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TABLE 103 
Number of Number 
hospitals of beds 
ee cnt Pe pei: 345,364 
SEO ouS 4, tag’ s! “GRRE 398,425 
mae ta ape ees © 780 147 ,350 
Sailnet States 3,506 277,974 
By siiae < eeecaey 4,286 425 ,324 
TABLE 104 
Number of Average Number of 
patients census of patient 
admitted patients days 
ai Pete ine yf 228 ;08800% 0) AV 
0,291,556 eR A i 
a CM esse nek EA pain cs CHET soe T Se 
ENR e ane eke oe ee ee eG aa 
8,545,930 202,870 106 , 897 ,550 
TABLE 105 


Aaa@reGatre INcomME 


Amount Per cent | Cumu- 
(in at each lative 
thousands) level Poe 

$294 , 138 0.50 0.50 
1,767 ,363 2.98 3.48 
3,615,653 6.10 9.58 
5,129,506 8.65 18.23 
5,589,111 9.42 27.65 
5,109,112 8.62 36.27 
4,660,793 7.87 44.14 
4,214,203 Tibl 61,25 
3,602,861 6.08 57.33 
2,968,932 5.01 62.34 
4,004,774 6.76 69.10 
2,735,487 4.62 73.72 
1,863 ,384 3.14 76.86 
1,202,826 2.03 78.89 
841,766 1.42 80.31 
2,244,406 3.79 84.10 
1,847,820 3:12 87.22 
1,746,925 2.95 90.17 
1,174,574 1.98 92.15 
889,114 1.50 93.65 
720 , 268 1.22 94.87 
641,272 1.08 95.95 
390,311 .66 96.61 
908 ,485 1.53 98.14 
539 ,006 91 99.05 
264,498 45 99.50 
134 , 803 .23 99.73 
157 , 237 2a 100.00 
$59 , 258,628 WOOWGO EF scciciees 
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In New York State, of the approximately 4 million employees 
covered by the old age insurance provisions of the Social Security 
Act, in 1937, 56.2 percent were in wage classes of under $1,000 per 
year, and 86.4 percent in wage classes under $2,000 (Monthly Bul- 
letin, April 1939, p. 17). 


Income of Physicians.— 
TABLE 106 


PROFESSIONAL INCOME OF PHYSICIANS IN PRIVATE PRACTICE, 
1929. BY SIZE OF COMMUNITY 6 


Median Income 


Size of community Gross Net 
All COMMUNITIES tae te Ga setpgic: eae ok ae ap a ate ee 7,026 4,100 
Under "5000 Population Te OO eee ee a 4,372 2,500 

HO00 “con O8O aes tet 2a 2G. Deeee UOTE eters 7,424 ' 4,500 
KOTOOD: 60-524 OOO VA oS ia < dsc5 BRRUTERTS oie Bittegts ous 8,574 5,150 
26700060. 49 OOO ahs. oo. SITE eo aoe 9,308 5,600 
134 UMA! AD Oke eo See 3) 2h 12) Sa aie aerate med ony phy i rats A) 8,950 5,500 

100,000: $07499:5999 oo s/o tle shat Wala oot 8,768 5,400 

HOOSON0: tor POOEBOO Se: Fes PUA PRE foes 8,303 5,200 


17000; 000) rd: OVER. ardts bi bassstae Baw iaelas ero eet errs 8,254 4,700 


In 1929, complete specialists had an average net income of 
$10,000; partial specialists of $6,100; general practitioners of 
$3,900. Fifteen percent of the general practitioners earned less 
than $1,500 and 30 percent less than $2,500 (Committee on the 
Costs of Medical Care). 

In a paper recently delivered before the meeting of New York 
County Medical Society on Economic Conditions of Physicians in 
New York City, Dr. Ernest P. Boas pointed out that the most 
recent studies show a tremendous drop in income from the year 
1929 to 1933, a ‘‘drop that reaches between 50 percent and 60 
percent. I have obtained from the Bureau of Medical Economies 
of the American Medical Association the data that they have 
available. They represent surveys made in many parts of the 
country, in small and large communities. From a consideration 
of all the figures, I believe that it is fair to estimate that the average 
net income of the general practitioner in the year 1936 was about 
$3,500—the median was less.’’ 


6 Leven, Maurice, The Income of Physicians, Publication No. 24 of the Com- 
mittee on the Costs of Medical Care. 
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Part II. Vouunrary Herauta INsurRANCE 


WitH SPECIAL REFERENCE TO PLANS OPERATING OR PROPOSED 
IN New YorK STATE 


Sponsors of Voluntary Health Insurance 


There is a great variety of organizations which may assume—in 
fact, have already assumed—responsibility for developing voluntary 
plans based on the application of the insurance principle. The 
sponsors may be classified by their approach: one group handles 
different types of plans on a commercial or profit basis; the other 
group sponsors non-profit arrangements. 

Outstanding examples in the first group are commercial insur- 
ance companies, writing either individual insurance or group 
insurance. Well-known sponsors in the second group (listed in the 
order of historical development) are mutual benefit associations, 
fraternal orders, industry and business, unions, colleges and uni- 
versities, consumer cooperatives, voluntary agencies, medical socie- 
ties and other groups of physicians. 

It is hard to describe common elements in all of these develop- 
ments because of the great variety of pioneering organizations and 
the widely varying type of approach. However, there has been a 
definite trend towards developing the contributory principle and 
emphasizing the provision of services. 


Commercial Insurance against the Risks of I[l-health 


Recommendation Number 4 of the New York State Temporary 
Legislative Commission to Formulate a Long Range State Health 
Program specifically called for further investigation of commercial 
insurance plans: 


*‘Studies of voluntary hospital service and medical care insur- 
ance programs and the extent to which, in the light of the amended 
Constitution of the State of New York, they protect her citizens 
against the hazards of sickness. Also, an appraisal should be made 
of the relative significance of commercial health and _ hospital 
expense insurance, in relation to non-profit voluntary plans in 
operation.’’ 7 


Characteristics of Commercial Insurance-—Commercial insur- 
ance is a method whereby an individual, or group of individuals, 
agrees to pay a fixed periodic sum in return for which is received 
a specified amount of money upon the occurrence of death, dis- 
memberment, or disability resulting from accident or sickness. 
The contract calls for the payment of money benefits. Medical 
' and hospital services as such are not supplied. The amount of 


7 Preliminary Report of the New York State Temporary Legislative Com- 
mission to Formulate a Long Range State Health Program, Legislative Docu- 
ment (1939) No. 97, p. 6. 
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indemnity may be payable in a lump sum for loss of life or dis- 
memberment, as a weekly indemnity for disability and loss of 
income, or for the payment of medical expenses. 


History: Originally commercial insurance was handled on the 
basis of individual insurance. Commercial health insurance was 
first written in the United States in 1847. In 1863 accident insur- 
ance was offered. Disability insurance was introduced about 
1898. In 1896 life insurance companies added total and permanent 
disability clauses. Until 1915 accident and health insurance was 
written on a one-year term and was cancellable at any time by the 
company. In 1915 noneancellable accident and health policies were 
originated. Since 1911 group life and disability insurance was 
emphasized ; accident and sickness insurance was offered to people 
enrolling in groups and extended to include non-occupational 
accidents and all sickness. 


Types of Insurance: Accident and health insurance is written 
by private stock or mutual insurance companies (mostly life or 
casualty insurance companies). 


Types of Policies: It has been estimated that 40 percent of all 
new life contracts contain disability clauses. In 1930, 250 life insur- 
ance companies offered this type of protection and 52 million dollars 
was paid out in cash benefits to the country as a whole. 

Comparison of the net cost of disability income clauses found 
in life insurance policies has revealed® that the cost of providing 
a total disability income of $100 a month varied from $88.73 per 
year to $169.92. The figures for a company of medium cost for life 
disability income, if the disability occurs before the age of 55, were 
made up of $71.20 extra premium for the addition of the disability 
clause in the ordinary life insurance policy, plus $77.78 correction 
for the cost of life insurance, and less $11.50 as a correction for 
the waiver of premium—a total of $137.48 representing the annual 
cost. 


Accident and Health Insurance: A review of nine standard guide 
policy forms prepared by the Bureau of Personal Accident and 
Health Underwriters reveals that in general such policies are more 
or less custom-built and vary tremendously both from the stand- 
point of benefits and cost of premiums. 

Factors such as cancellable and renewable clauses in policies, 
amount of disability income, duration of income, definition of total 
and permanent disability, waiting periods, waiver of premiums, age 
limitations and multiple other limitations, and exclusions greatly 
effect both the cost and protection derived from this type of health 
insurance. 


Group Insurance: Group insurance is a plan by which a number 
of individuals forming a group are insured under a simple blanket 


8 Harwood, E. C., and Frances, Bion H. Life Insurance from the Buyer’s 
Point of View. American Institute for Economic Research, Cambridge, Mass., 
1939, p. 222. 
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policy. Coverage usually applies to death and disability. This 
type of insurance is often purchased by employers for all employees 
of the respective corporation. 

On January 1,° 1931, the figures for the companies writing group 
disability insurance showed a coverage of 1,905,000 lives for tem- 
porary disability with weekly benefits amounting to $18,359,000. 

In 1938, eight large companies wrote more than 90 percent of 
all the group insurance policies in force. There were 1,764 group 
accidental death and dismemberment policies for 505,278 employees 
and 4,475 group accident and health policies for 1,228,910 
employees. 


Selection of Policyholders: In general, individuals under the 
age of 18 or over the age of 55 or 60 are not eligible for accident 
and health insurance. Certain policies are restricted to favorable 
risk groups, such as business and professional people. Women are 
discriminated against in a number of policies available and occa- 
sionally groups subject to more than the ordinary hazard are not 
solicited. 


Study to Determine the Extent of Coverage of the Population 
of New York State by Health and Accident Insurance——This Com- 
mission has been advised by the Insurance Department of the State 
of New York that there are at least 161 companies authorized to 
write health and accident insurance business in the State of New 
York. Questionnaires were sent to 101 of these companies, of 
which 58 were stock casualty companies and 11 were stock life 
insurance companies. The questionnaires sent to these companies 
represented an attempt to determine for New York State for the 
years 1936 and 1939 inclusive the following: 


1. The number of policyholders in force. 

2. The net premiums written. 

3. The losses paid. 

4, The average premium paid per policyholder. 

5. The average amount of losses paid for policyholder. 


This information was to be subdivided among the following classi- 
fications : 


A—<Accident business only. 

B—Health business only. 

C—Accident and health business combined. 
D—Hospitalization business. 

E—Non-caneellable accident and health business. 
F—Group accident and health business. 

G—tThe total of all classes of accident and health business. 


A similar classification of information was requested from the 
same companies using the same type of schedules for their busi- 


9 Williams, Pierce—The Purchase of Medical Care Through Fixed Periodic 
Payment. National Bureau of Economic Research, Inc., 1932. J. J. Little 
and Ives Company, New York, p. 272. 
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ness during the year ending December 31, 1938, designed to show 
a breakdown of the various income groups purchasing such policies. 
The income groups for which such information was requested, 
ranged from those beginning with an income of $1,000 or less to 
those of $3,000 or over. 


Results: The results of this survey were very discouraging. 
Forty-eight of the companies canvassed replied that it was impos- 
sible to furnish the information. A few companies, not sufficient 
for a representative sample, offered figures on the number of policy- 
holders and premiums, and amount of such insurance written 
together with the losses paid out. No companies were able to give 
usable information on the income groups of their policyholders. 
However, due to the courtesy of ‘‘The Spectator,’’ an insurance 
publication, the following table was furnished to the Commission, 
which indicates the accident business, health business and non- 
eancellable accident and health business carried on in the State 
of New York. 

It can readily be seen that only a small proportion of the popula- 
tion is covered by accident and health insurance. 


TABLE 107 
ACCIDENT AND HEALTH BUSINESS IN NEW YORK STATE 10 


Accident Business 


Net Estimated number 
premiums Losses of individual 
written paid policyholders 
WOSB ats ee. eee Ae 10,438,258 3,588,158 629,903 
Uy he es DAE ae a ee 11,474,779 3,159,458 687 ,488 
WOBBT TRE Reece ee 8,439,542 3,120,987 518,863 
WS cel eR RN ey teres 7,847,246 3,130,440 485 ,958 
TROIS 2 Rae SolerOa thee dees Vote nan sats at 7,349,090 3,449 ,954 459 , 283 
Health Business 
Ra ee NS a ES 5,302,953 3,174,249 381,436 
MOST a Wai we Cem siamo 4,524,491 3,046,750 332,781 
VOB Bitect sett cane ee PS 4,769,050 2,636,212 348 , 066 
JOBS oo ea kee 4,272,078 2,412,866 317,005 
HIG 5-F ailipeaalesear low ite, “tail, uci acai 3,885,370 2,222 251 292,836 
Non-cancellable Accident and Health Business 
VOSS oe a aie ciate vie woe eleaees 1,832,548 1,505,542 52,359 
Es 1 eaten Raa eS ipl Rey enrenee pon: 1,646,339 1,540,851 47 ,038 
WOSGia 52 OS. UA eaae 1,561,637 1,538,139 44,618 
TOSS sok ucks ery. eerie 1,528,366 1,476,839 43 ,668 
VOSA on te iecam rates Wi 1,528,209 1,414,276 43 ,663 
Hospitalization Business 
1 URS aiid leeeaed Fal OF aN I Sie 8,906,094 6,176,259 809 , 645 


10 Letter Nov. 10, 1939, from L. 8. Fischer, The Spectator, Philadelphia, 


Penna. 
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‘‘The source from which we obtained the information unfor- 
tunately does not detail the number of individuals who buy such 
insurance. Therefore, we have indicated the estimated number of 
individuals based on an average premium charged for each line 
written. The reason we were compelled to take an average pre- 
mium is because the rate varies, depending upon the type of policy 
selected, occupation, etc., and because of this, it was impossible 
to get an accurate number of individuals. However, we feel that 
our estimate based on a test premium is reasonably representative 
of the total number of individuals holding such insurance in the 
State of New York.”’ 


Non-profit Free-choice Plans Offering Insurance against Costs of 
Hospitalization 


Attempts to remove or at least reduce for the patient the economic 
burden of hospitalization have passed through two phases of 
development. 

For many years commercial insurance companies, industrial 
and business corporations, mutual benefit associations, educational 
institutions and others have employed the method of insurance to 
cover costs of hospital care. More recently consumer cooperatives 
and groups of physicians have offered hospitalization coverage as 
part of another type of medical care program. 

The technique of insurance against the costs of hospitalization 
has been used on a broad basis by the establishment of non-profit 
free-choice plans for hospital care. The basic principle of these 
plans is group budgeting of hospital care by group prepayment. 
A common fund is built up from prepayments, made by subscribers 
to the plan, and hospital expenses are paid in part or in full out 
of the revenues. Group membership is emphasized—often required 
—hbecause it is requisite for sound operation of the plan. 

Group enrollment, usually through places of employment, makes 
possible waiver of preliminary medical examination. Subscribers 
have free choice among ‘‘member hospitals.’’ The services offered 
usually cover 3-4 weeks of hospitalization each year (semi-private 
accommodation), general nursing, use of operating and delivery 
room, routine laboratory services and certain medications. 

There are wide variations in scope and amount of service under 
the various plans in operation. Usually excluded are services for 
patients suffering from tuberculosis, venereal diseases, acute com- 
municable diseases, mental and nervous disorders, chronic illness 
existing prior to membership, and for cases covered by workmen’s 
compensation." 

To be eligible for this service subscribers must pay in advance 
fees ranging from 50 to 85 cents per month per individual or from 
$1 to $2 per month per family. 

This movement dates back to 1929 when Baylor University, in 
Dallas, Texas, made an agreement with 1,500 school teachers to 


11 Rorem, C. Rufus, Non-Profit Hospital Service Plans, 1940, 
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provide three weeks hospitalization in return for a fixed prepay- 
ment. The idea spread rapidly, particularly during the last 5 
years. By January 1, 1940, there were 60 non-profit free-choice 
hospital plans in operation for about 414 million people as con- 
trasted to one plan with 2,000 members in 1933. Plans of this type 
were given legal status in New York State by legislative action in 
1935. So far, 24 states, representing a population of about 88 mil- 
lion, have passed enabling acts for non-profit hospital service plans. 
Nine states have ruled, through their attorneys general or depart- 
ments of insurance, that non-profit hospital service plans are not 
‘‘insurance’’ and have permitted them to operate under the general 
corporation laws, exempt from the regulations covering stock and 
mutual insurance companies. The ‘‘ Associated Hospital Service 
of New York,’’ established in 1935, is notable for its large enroll- 
ment, covering 1,358,000 people in the 17 counties in the metropoli- 
tan area by January 1, 1940. Other plans covering New York 
State have headquarters in Rochester (coverage 131,427 persons) ; 
Syracuse (coverage 92,565 persons); Buffalo (coverage 96,893 
persons). In addition, plans are in operation from Albany (cover- 
age 44,237 persons) Geneva, Jamestown, Utica (coverage 51,367 
persons) and Watertown. 

The plans operating in New York State are under continuous 
supervision by the State Department of Insurance. However, pre- 
liminary to incorporation, a plan is reviewed by the State Depart- 
ment of Social Welfare to determine that payments to hospitals 
cover reasonable costs of good service, and by the State Department 
of Insurance to determine that premiums are sufficient to meet 
these payments to hospitals. The restrictions placed on the estab- 
lishment of new groups has provided a partial monopoly for already 
existing plans and prevented unnecessary local competition. 

Trends and developments in this field are revealed in the experi- 
ence of the ‘‘ Associated Hospital Service of New York’’?? which 
‘‘has grown to the position where it is paying eight million dollars 
a year for the hospital care of subscribers. Hospital bills totalling 
more than sixteen million dollars have been paid by this voluntary 
non-profit plan since it was established five years ago. 

‘‘With an enrollment of more than 1,350,000 persons, or one 
out of six in the New York area, Associated Hospital Service is 
the largest of sixty non-profit hospital plans throughout the United 
States. The number of our subscribers increased more than a 
quarter of a million during 1939. 

‘‘Our financial condition as of December 31, 1939, determined 
by the New York State Department of Insurance, shows admitted 
assets of $4,198,220.26. A surplus of $1,651,249.71 is available for 
the added protection of subscribers. 

‘“We have again received the annual certificate of approval 
awarded by the American Hospital Association for evidence of 
progress, sound administrative policies and procedures and a finan- 
cial position which protects your interests, 


12 Report of Progress (1940). 
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‘*As our experience in this new field increased, we have made 
adjustments in our service for your protection. We have gone 
forward with continuous cooperation of our subscribers, our more 
than 270 member hospitals and the medical profession.’’ 

The developing of non-profit free-choice hospital plans, sponsored 
by a group of participating member hospitals and community repre- 
sentatives, is highly significant and important. It stimulates gen- 
eral interest in the method of prepayment for medical care; empha- 
sizes the provision of services rather than cash indemnity; shows 
how the financial burden of high cost illness, usually requiring 
hospitalization, can be alleviated for the patient, and tends to give 
the physician more freedom in suggesting types of treatment, 
hitherto not easily accessible to many patients. 

Hospitals also benefit from these new plans—through assurance 
of a regular and substantial income. It has been a noble tradition 
of voluntary hospitals to use surplus income from high cost private 
room accommodations together with revenues from philanthropic 
sources to provide free care. A steady decrease in the use of private 
rooms and in hospital income from philanthropy, together with 
increasing demand for free care, ward service, and semi-private 
accommodations brought many voluntary hospitals into financial 
distress. During a sample month in 1930, among 150 voluntary 
hospitals in New York City, one-third of the private and semi- 
private beds were empty and in 1934 one-half.** 

During 1934 some 332,452 persons who were unable to pay any- 
thing for their care were admitted to voluntary and governmental 
hospitals in New York City. This was nearly 60 percent of all 
hospital patients. 

During the recent economic depression years the number of days 
provided for public charge patients in voluntary hospitals went up 
considerably while the number of pay or part pay patients went 
down. During this period the number of free care hospital days 
decreased from approximately 1 million to 750 thousand, a reduc- 
tion of 25 percent. 

These facts indicate that hospitals as well as patients may be 
benefited by voluntary insurance against the economic risks due 
to illness, 

Yet, for the patient and the community, existing group hospital 
plans meet only a part of the need. Payments for the services 
of physicians as well as hospitalization for socially important dis- 
eases or conditions are excluded from the plans. The duration of 
hospital service is limited, old people usually can not qualify as 
subseribers, and the service as it stands is accessible only to the 
economie groups of the population eligible to subscribe and able to 
pay the premiums. 

The attitude of the hospital and the physician to these develop- 
ments is indicated in statements endorsed by their national 
organizations. 


18 Davis, Michael M., Tough Facts About Hospitals, The Survey, July 1937, 
pp. 219-220. 
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As early as 1933 the American Hospital Association endorsed the 
insurance principle for the purchase of hospital care, shortly after 
the Committee on the Costs of Medical Care had published the 
result of its five-year study. In 1938 a ‘‘Council on Hospital 
Service Plans’’ was established and the Commission on Hospital 
Service published standards to coordinate and promote the move- 
ment in this country. In the same year, and again in 1939, the 
American Hospital Association at its annual conventions pointed 
out ‘‘that the prevalent restriction to private and semi-private 
hospital service, and the omission of any provision for physicians’ 
fees in hospitalized cases, had placed the benefits of prepayment 
plans beyond the reach of many employed workers of limited 
income. .”? It emphasized ‘‘the importance and the desir- 
ability of applying the principle of voluntary insurance to both 
hospital and medical service for hospitalized cases among low 
income groups.’’ 

The American Medical association, when considering the National 
Health Program in 1938, formally approved ‘‘the principle of 
hospital service insurance,’’ emphasized it was ‘‘susceptible of 
great expansion along sound lines’’ but stated ‘‘these plans 
should confine themselves to provision of hospital facilities and 
should not include any type of medical care.’’ 

According to a recent study’* the potential enrollment in 
voluntary hospital service plans will not be such as to solve the 
problem on a large scale because ‘‘. . . those who have sought mem- 
bership have been largely members of families with incomes of 
$2,000 or more, the majority of members belonging to the income 
class from $2,000 to $3,000. Even if the total population in this 
income class were enrolled in hospital care insurance plans, only 
11.5 percent of the entire population would be covered. Since four 
families out of five in the United States have annual incomes under 
$2,000 a year, it seems likely that some other or less expensive 
plan will have to be evolved to meet the costs not only of hospi- 
talization but of other medical care services for these low income 
families.’’ 


Prepayment Plans for Medical Care, Covering Physicians’ Care or 
a Variety of Services 


General Characteristics—The rapid development of prepay- 
ment plans for hospital care clearly indicates the public’s strong 
interest in the method of insurance. Both the achievements and 
the shortcomings of non-profit free-choice hospital plans appear 
to have accelerated efforts to develop similar mechanisms for 
services other than hospital care. 

In various parts of the country prepayment plans covering a 
variety of fundamental medical services have been in operation 
for a number of years and new programs are announced each month. 


14 Klem, Margaret C., Family Outlay for Hospital Care, Modern Hospital, 
1939, Vol. 52, p. 45. 
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These plans may be roughly classified in two groups: First there 
are service plans in operation offering physicians’ care at home, 
office and hospital, dentists’ care, hospitalization, ambulance service, 
laboratory services, x-ray services, physical therapy services, drugs 
and bedside nursing at home, or a varying combination of a number 
of these services. Second, there are plans based on the principle 
of reimbursement of cash indemnity for physicians’ care exclusive 
of other services or in combination with group hospital plans. The 
first mentioned type of plan usually is operated on the basis of 
group practice and sponsored either by groups of consumers or 
groups of physicians. Some examples are ‘‘The Farmers Union 
Cooperative Hospital Association,’’ Elk City, Oklahoma; ‘‘Stan- 
ocola Employees’ Medical and Hospital Association,’’ Baton Rouge, 
La.; “‘Group Health Association,’’ Washington, D. C.; ‘‘Green- 
belt Health Association,’’ Greenbelt, Md.; ‘‘Centro Asturiano,”’ 
Tampa, Fla.; ‘‘Ross-Loos Medical Group,’’ Los Angeles, Cal.; 
**Milwaukee Medical Center,’’ Milwaukee, Wisc.; ‘‘Trinity Hospi- 
tal,’’ Little Rock, Ark. ; 

The second type of plan, providing ‘‘cash indemnity’’ for medical 
expenses is conducted on the basis of individual practice and is 
usually sponsored by a local organization of physicians. Some 
examples are: ‘‘The King County Medical Service Bureau,”’ 
Seattle, Wash.; ‘‘ Medical Service Bureau,’’ Atlanta, Ga.; ‘‘Colum- 
bia Medical Society Mutual Health Association,’’ Washington, 
D. C.; ‘‘ Western New York Medical Plan,’’ Buffalo, N. Y.; ‘‘Medi- 
eal and Surgical Care,’’ Utica, N. Y.; ‘‘ Associated Health Founda- 
tion,’? New York City.”’ 

‘‘The Spaulding Employees’’ Mutual Benefit Association,’’ Bing- 
hamton, N. Y., is an instance of a plan under which reimbursement 
in cash is given for a variety of medical services, including hospi- 
talization. 

‘**Cash indemnity insurance plans to cover, in whole or in part, 
the costs of emergency or prolonged illness’? have been advocated 
by the American Medical Association which officially opposes most 
of the prepayment plans linked with group practice. 


Development of Enabling Legislation in New York State (Article 
IX-C, Insurance Law), with Additional References to such 
Legislation in other States*® 


‘*Preliminary recommendation Number 10’’ of the New York 
State Temporary Legislative Commission to Formulate a Long 
Range State Health Program was as follows: 


‘‘Immediate revision of the State Insurance Law to permit and 
encourage sound and well-planned voluntary health and medical 
care insurance schemes as well as expansion of voluntary hospital 
service insurance with ample provisions for record-keeping, and 
current analyses to provide actuarial data directly related to the 
individual health needs, met by the voluntary insurance schemes, 


15 See Part IV, Addenda on page 391, 
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in New York State, as one of the bases for the formulation of a long 
range health program for the State.’’’ 

In New York State the first practical and widespread applica- 
tion of the principle of non-profit voluntary health insurance 
was put into statutory form by the enactment of Article [X-C of 
the revised insurance law of the State of New York. This Article 
IX-C, which in its final form was entitled ‘‘ Article [X-C—Non- 
profit Medical Indemnity or Hospital Service Corporation,’’ was 
part of the entire revision of the Insurance Law. It has had a 
rather interesting history. 

When the committee assisting the Superintendent of Insurance 
issued its tentative draft of the proposed revised law in 1937, it 
contained therein a section called [X-C, which was entitled ‘‘Non- 
profit Health Service or Hospital Service Corporation.’’ In the 
defining clauses of the said proposed law it was provided that: 


‘*A membership corporation may be organized under the mem- 
bership corporations law, and a consumers cooperative stock cor- 
poration may be organized under Article Seven of the cooperative 
corporations law for the sole purpose of furnishing health service 
to persons who become subscribers under contracts with such cor- 
porations. Such health service shall consist of medical care pro- 
vided through duly licensed physicians employed by such corpora- 
tion, or with whom such corporation contracts for the furnishing 
of such care and may include (a) hospitalization and nursing care, 
drugs and medicines, optical and surgical applances and any 
other medical and surgical services and supplies necessary in the 
eourse of such medical care; and (b) dental care through duly 
licensed dentists employed by such corporation or with whom such 
corporation contracts for the furnishing of such care. Such dental 
care may include the furnishing of dental appliances, drugs and 
medicines and other dental supplies.’’ (Insurance Law Revision 
of the State of New York, Tentative Draft 1937 prepared by the 
Insurance Department of New York, Article IX-C, Section 79, 
Subdivision 1, page 279.) 


This preliminary draft it will be noted provided for the broadest 
type of health service insurance plan on a voluntary prepayment 
basis and provided for the distribution of medical, hospital and 
dental care through the one corporation on either a fee-for-service 
or a contractual service plan. 

In 1938 the draft of this bill was changed and Article [X-C was 
titled ‘‘Non-Profit Medical Indemnity, Dental Indemnity or Hos- 
pital Service Corporation.’’ This proposed bill provided that the 
corporation organized was permitted to furnish no more than one 
type of medical care, that is the one corporation could supply either 
hospital service, medical service or dental care. In this draft the 
idea of medical indemnity was introduced with the desire to main- 


16 Preliminary Report of the New York State Temporary Legislative Com- 
mission to Formulate a Long Range State Health Program, Legislative Docu- 
ment (1939) No. 97, page 5, 
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tain the fee for service basis of reimbursement for physicians render- 
ing care under such a plan. 

After another revision Article [X-C was finally enacted into law 
in 1939 with the omission of dental indemnity in the following 
phraseology : 


‘Section [X-C—Non-profit Medical Indemnity or Hospital Serv- 
ice Corporation. Section 250, Subdivision 1. A membership cor- 
poration may be organized under the membership corporations law, 
and a consumers cooperative stock corporation may be organized 
under Article Seven of the cooperative corporation law, for the 
purpose of furnishing medical expense indemnity, or hospital serv- 
ice to persons who become subscribers under contracts with such 
corporations ; medical expense indemnity shall consist of reimburse- 
ment for medical care provided through duly licensed physicians, 
for nursing service and of furnishing necessary appliances, drugs, 
medicines and supplies. Every such plan shall be open to the par- 
ticipation of duly licensed physicians without discrimination against 
schools of medical practice defined in the Education Law.’’ (Revised 
Insurance Law, Chapter 882, Laws of 1939.) 


In the present stages of public interest in various methods which 
may lead to a more equitable distribution of medical care on a 
voluntary prepayment basis, the problem of the technique of the 
development of such a plan has become of paramount importance as 
the community in general. 

Medical expense indemnity corporations under the new law can 
only solicit and enter into contract with subscribers after they have 
obtained from the Superintendent of Insurance a permit to do so, 
The application submitted for this permit includes a statement of 
the territory in which the corporation will operate, which shall not 
exceed 18 counties in this State, the services to be rendered by the 
corporations and the rates to be charged therefor. Copies of the 
contracts for the service which the corporation proposes to render to 
subscribers, as well as copies of the underwriting physician’s con- 
tract, must be submitted for approval. 

Before issuing the final license for the corporation to do business, 
the Superintendent of Insurance may make such examination and 
investigation which he may deem necessary, including investigation 
of the sponsors of said proposed corporation, and if after investiga- 
tion he determines the issuance of such license is contrary to the 
interest of the people, he shall refuse to issue it. 

The new law provides that no medical expense indemnity corpora- 
tion can during any one year disburse more than 10 percent of the 
aggregate amount of the payments received from subscribers as 
expenditures for soliciting business except that during the first year 
after the issuance of the permit the corporation may disburse not 
more than 20 percent of the amount, and during the second year not 
more than 15 percent. 

The law further provides that the corporation may not disburse 
more than 20 percent of its payments from subscribers during that 
year as administrative expense. 
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Under section 11, subdivision 1-b, of the Membership Corpora- 
tions Law, the certificate of incorporation of a non-profit medical 
indemnity plan must be approved by the State Board of Social 
Welfare. This Board has laid down (Oct. 24, 1939) the following 
rules for the approval of medical indemnity plans. 

‘The consent of the State Department of Social Welfare to a 
certificate of incorporation which specifies among its purposes the 
establishment, maintenance and operation of a medical indemnity 
plan as permitted under Article [X-C of the Insurance Law shall 
not be granted unless: 


A. The members of the board of directors shall be of such expe- 
rience and standing as to give assurance of their ability to conduct 
the affairs of the corporation in its best interests and the interests 
of its subscribers ; and 


B. Such certificate provides : 


1. Of the members of the board of directors at least one-third 
shall be persons other than physicians and at least one-third shall be 
physicians duly licensed to practice in the State of New York. 


2. The board of dire ctors shall have one member for each one 
hundred thousand of population in the territory in which the cor- 
poration is authorized to operate, but not less than six nor more 
than twenty-four. 


3. The plan shall be open to the participation of every duly 
licensed physician in the territory to be served. 


4. There shall be free choice by subscribers of physicians admitted 
to such plans subject to: 


(a) The acceptance of patients by the physicians, and 
(b) Rules which the corporation may adopt to regulate the pro- 
fessional activities of participating physicians. 


Nothing in these rules shall be construed to limit the power of a 
corporation to which such rules apply, from establishing conditions 
of participation of every duly licensed physician in the territory to 
be served and from providing appropriate measures of discipline 
for breaches thereof.’’ 

On February 2, 1940, applications had been made through the 
Board of Social Welfare for the approval of seven proposed eerti- 
ficates of incorporation for medical expense indemnity corporations 
being formed under Article [X-C of the Insurance Law. Four of 
the certificates had been approved and two had not been approved, 
and one was still being considered. The two that were not approved 
failed for such approval because they were not in accordance with 
the standards of the Department of Social Welfare as described 
above. The Department of Social Welfare exercises no supervision 
over medical expense indemnity plans except the approval of the 
certificate of incorporation required under the Membership Cor- 
porations Law. It will thus be noted that the supervision begins 
and ends with the approval of the certificate and what happens 
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thereafter is not within the province of the Department of Social 
Welfare. Furthermore, such approval is not necessary if a coopera- 
tive incorporates under Article VII of the Consumers Coopera- 
tive Corporation Law. 


Progress under IX-C: The following three plans had been 
licensed by the Superintendent of the State Insurance Department 
before this report was submitted : 


A. Medical and Surgical Care, Inc., Utica, New York. 

B. Associated Health Foundation, Inc., New York City. 

C. Western New York Medical Plan, Inc., Buffalo, New York. 

D. Medical Expense Fund of New York, Inc., Brooklyn, New 
York. 


On questions of general policy, the Superintendent of Insurance 
considers the problems individually as applications are made. 
Due to the lack of actuarial data in this field the department is 
insisting that each plan insert in its contract with the doctor a 
provision somewhat as follows: In the event that the plan may not 
be self-sustaining during periods of epidemics or other contingency, 
and in order that the corporation may keep faith with the sub- 
seribers by providing the benefits subscribed for, the underwriting 
member shall furnish: such services to the subscribers during the 
contract period, when and as necessary, regardless of the corpora- 
tion’s ability to pay. In such event it is expressly agreed that the 
liability of the corporation for such services rendered by the under- 
writing member shall be contingent upon its ability to pay. 

Article [X-C in its broad interpretation allows for the organiza- 
tion of a non-profit corporation to provide medical or hospital 
expense, or indemnity to subscribers with reimbursement to physi- 
cians for medical care services on a fee for service or per capita 
basis. The law at present limits the experimental field in medical 
care plans from two broad points of view: 

1. A corporation cannot be organized to provide both medical 
care expense indemnity and hospital care expense indemnity. 


2. Article IX-C, Section 250, provides that every such plan shall 
be open to the participation of duly licensed physicians without 
discrimination against the schools of medical practice defined in 
the Education Law. 


This is interpreted as prohibiting the licensing of medical service 
plans whose subscribers are to be serviced by a closed and selected 
group of physicians. Despite the limitations of the present statutes, 
in New York State as well as other states, there have been developed 
medical care plans operated on the basis of group practice and 
financed by prepayments as well as fees for service. 

There are medical care organizations which do not operate under 
the supervision of the State Insurance Department and the Depart- 
ment of Social Welfare, as provided for under Article [X-C of the 
Insurance Law and the Membership Corporations Law, as well as 
Article 7 of the Cooperative Association Law. 
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Enabling acts for medical care corporations on a non-profit basis 
were passed during the 1939 legislative session in the states of 
Michigan, Connecticut, Pennsylvania and New York. In at least 
11 other states similar bills were introduced. The laws passed so 
far have considerable similarity. However, it is only in the New 
York State statute that the term ‘‘Medical Expense Indemnity’’ 
is used. The statutes in the other states simply refer to the furnish- 
ing of medical service to subscribers under contracts, entitling the 
subseriber to such service at the expense of the corporation. It 
should be noted that only one state, Pennsylvania, provides for 
supervision by the Department of Health, with regard to quality 
of the medical care furnished to subscribers. 


Description of New Forms of Medical Service 


The first part of this section describes a number of recent experi- 
ments in organizing the provision of medical care along lines differ- 
ent from the traditional system of individual practice and payment. 


Example 1: refers to a plan which provides only diagnostic 
services, and is organized and administered by a group of physi- 
cians, and financed by charging an all-inclusive flat fee. 


Example 2: refers to an attempt made by a union to provide for 
preventive services and to expand its activities to curative services. 


Example 3: shows a medical care program offering a variety of 
services, conducted on the basis of group practice and financed by 
both prepayments and fixed fees for service. 


Example 4: deals with a complete medical care program, con- 
ducted on the basis of group practice and financed by an industrial 
corporation. 


Example 5: presents a summary of available experience in a 
condensed report on five medical care programs studied in opera- 
tion during the years 1939 and 1940. 


The second part of this section describes a number of plans which 
provide for ‘‘cash indemnity’’ or the reimbursement of physicians 
for medical and surgical services rendered to subscribers on the 
basis of individual practice. All these plans have been licensed 
for operation in New York State. The premiums to be paid by 
the subscribers entitle them to physicians’ care only. 


Examples of Group Practice: 1. Diagnostic service, organized 
and administered by a group of physicians, financed on the basis of 
an all-inclusive flat fee: Mount Sinai Hospital, New York City. 
This consultation diagnostic service was established in 1932 as an 
experiment in placing the professional and physical facilities of 
the Mount Sinai Hospital at the disposal of the practicing physi- 
cians of the community for the study of obscure or complicated 
diagnostic problems among their patients of moderate means, It is 
an independent, detached unit of the hospital, not a part of the out- 
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patient department. A patient must be referred by his physician, 
and admission is granted only to patients with incomes of less than 
$4,000 per year. 

The work is limited exclusively to diagnosis. <A flat fee of $35 is 
charged for every patient regardless of the nature of his illness 
or the number of consultations or laboratory examinations required. 
A report of the findings, together with suggestions for treatment, is 
forwarded to the patient’s private physician upon the completion 
of the diagnostic work-up. 

2. The Union Health Center, New York City. Several local units 
of the International Ladies Garment Workers Union inaugurated 
a cash benefit system for sickness about the year 1913. 

In 1913 a group of labor unions in New York City joined forces 
to establish a low price dental clinic, known as the Union Health 
Center. 

In 1928 the service was expanded by the addition of medical 
eare. A clinic of six doctors was established, with facilities for 
health examinations and medical treatment for members of the 
union. 

The Union Health Center derives its income partly from the 
unions whose members use its facilities and partly from the patients 
themselves. Some local units operate benefit systems and pay for 
all the medical care extended to their members, for examination of 
applicants prior to their acceptance as members, and for home 
visits, if and when members are unable to come to the Center. The 
members who do not come under this heading but wish to secure 
medical care at the Union Health Center pay nominal fees, gener- 
ally $1. 

Since May, 1934, the International Ladies Garment Workers 
Union has assumed full responsibility for the finances of the Union 
Health Center. This union in New York City alone has a member- 
ship of more than 100,000 men and women. 

3. Medical Care Program, conducted on the basis of group prac- 
tice and financed by both prepayments and fees for service. Ross- 
Loos Medical Group, Los Angeles, Cal.** 

The Ross-Loos Medical Group was originally organized in 1929 
in Los Angeles, Cal., to render medical service to the employees 
of the Department of Water and Power of the city. The service 
was expanded when contracts for service were signed with other 
employed groups, and in 1936 the Group leased a four-story build- 
ing to house the growing clinic. 

Financial and professional arrangements between the clinie and 
groups of subscribers are negotiated by specially organized health 
committees. At the present time, there are approximately 21,000 
employed subscribers representing more than 110 different groups 
of persons, constituting with their families more than 60,000 
people. 

The Group is owned and operated by a medical partnership of 
19 of the 69 full-time staff physicians. The staff has its offices 


17Law and Contemporary Problems, Medical Care, School of Law, Duke 
University, Vol. VI, Autumn, 1939, No. 4. 
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either in the main clinic or in one of the 10 branch clinies located 
in the suburbs. The facilities have been specially designed for the 
particular type of practice engaged in. 

For $2.50 per month under the group enrollment plan’® the clinic 
agrees to provide for the subscriber medical services of general 
practitioners, specialists and surgeons in the home, clinic or hospital. 
Services also include laboratory work, x-ray services, physical 
therapy treatments, eye refractions, drugs and dressings, and hospi- 
talization. Dependents of members may receive all professional 
services at 50 cents each for office call, $1 for each resident call and 
other small charges for special procedures, such as $25 for a major 
operation. The average charges for service to dependents is 81 
cents per month per family. The average of 15.8 office calls 
(excluding calls for operative procedures) per year per average 
family of 3.2 persons indicates the volume of service rendered. 

4. Medical Care Program, conducted on the basis of group prac- 
tice by an industrial corporation. 

The program sponsored by a big industrial company as one of 
a variety of its general welfare activities, serves the employees of 
the plant and their family dependents, totalling about 51,000 per- 
sons in 1938. The program is all-inclusive and operated without 
any restriction. Type, scope, amount and quality of medical care 
meet high standards. In the year 1937-38 the total costs of the 
medical care program, excluding money value of rent, cost of 
administration, taxes, and depreciation, averaged $17.40 per person 
eligible for service. The adjusted costs, covering the aforemen- 
tioned items and excluding depreciation, may be estimated as rang- 
ing from $20.50 to $21.80 per eligible person and year. The costs 
of hospitalization were $7.55 per person and $74 per hospitalized 
ease. The costs of drugs were $1.76 and $1.98 per person, exclud- 
ing and including pharmacists’ salaries; the average cost of an 
order filled at the pharmacies was 35 cents. The expenditure for 
hospital care accounted for about one-third of the total (adjusted), 
that for drug supply for about 9 percent, including the salaries of 
the pharmacists. 

This program indicates that medical care, adequate both in 
quantity and quality, may be furnished at reasonable average costs 
provided the risks are spread among large groups of people. It 
is claimed that, under these conditions, a reasonable average 
expenditure can buy more services than are offered and at lower 
rates than are actually charged by many plans which are now in 
process of development. However, consideration should be given 
to the intangible factors involved, on which opinion of experts is 
divided. 

5. Summary of a study of five medical care plans.’® 


18 Individuals may now subscribe on a non-group basis for service at $3 per 
month premium. 

19 Condensed from Goldmann, Franz, M.D., Costs of Group Health Service. 
A comparative study of five plans of organized medical care for self-supporting 
people. 
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During the years 1939 and 1940 five established medical care 
programs operating in different parts of the country were studied 
in detail. All of them use group practice to furnish medical 
services varying in type and scope. All of these programs operate 
around central clinics. The programs differ, however, in the ways 
they are financed. Two plans operate exclusively on prepayments, 
two use prepayments in combination with certain payments on a 
fee-for-service basis, and one, operated by an industrial corpora- 
tion, provides medical care free of charge to employees and their 
dependents. 

The two prepayment plans provide services of nearly the same 
type, scope and amount, covering general physicians’ care, as well 
as certain specialists’ services; clinical laboratory, roentgenological 
and physical therapy services; and hospitalization subject to certain 
restrictions. There are a few variations primarily in the volume 
of available services. Furthermore, there are special arrangements 
for the subscribers to purchase at low prices drugs and certain 
appliances as prescribed by the physicians. The average costs of 
these two programs range between $12 and $30 per eligible person 
and year, including all expenses except an estimate for depreciation 
of plant and equipment. 

Two other plans offer approximately the same fundamental serv- 
ices as described above with the exception of hospital care and a 
few special services. In both instances hospital care constitutes 
an additional expense to be borne directly by the patient himself. 
There are special low price arrangements for certain types of 
medical care such as treatment with x-ray and radium, and limited 
dental care, both to be paid for by the patients. The average cost 
per person under one of these plans which serves subscribers to 
the prepayment plan as well as fee-for-service patients, is in the 
neighborhood of $28 per year. No reliable rates could be computed 
for the second plan in this group. 

The fifth plan provides for medical care of the widest range, 
including every kind of specialists’ services; dental care with the 
exception of dentures and gold work; all drugs prescribed; and, 
hospitalization without restriction. This program costs about $21 
per eligible person per year. 

The striking differences in the costs of these plans appear to be 
due primarily to three factors: 


First, the services of the programs with relatively higher costs 
are sought for most part by people who are eager to avail them- 
selves of the facilities offered at favorable terms. The subscribers 
are adversely selected ‘‘risks’’ because people actually in little need 
of service do not join in a sufficiently large number. The groups 
covered by these plans represent only a small fraction of all the 
people living in the respective areas. On the other hand the plans 
opreating on an average per capita cost of $21 and $12, respectively, 
are organized for service to cross-sections of a certain economic, 
occupational, and social class constituting a substantial proportion 
of the population in the respective communities. The differences 
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in their costs are mainly due to variations in scope and amount of 
services. 


Second, the uneven spread of risks under the one group of plans 
as contrasted to the fair distribution of risks prevailing under the 
other, results in quite different demands for service and wide 
variations in the number of physicians needed. 


Third, the size of the various groups covered ranges from approxi- 
mately 5,000 to more than 50,000. 


All the plans investigated show a definite trend to decrease in 
per capita cost when the number of people covered increases. 
Furthermore, the average cost of the all-inclusive program for large 
unselected population groups is lower than that of the limited 
programs for small selected groups. 


Examples of Individual Practice: 6. Medical and Surgical Care, 
Ine., Utica, N. Y. 

Area to be served: Territory covered by the counties of Oneida, 
Herkimer, Madison, Lewis, Otsego, Chenango, Montgomery, Fulton, 
St. Lawrence, Franklin, Essex and Clinton. This corporation pro- 
poses to issue contracts to groups of subscribers on a payroll deduc- 
tion basis, with no limitation to income. Two plans are offered. 


Rates: 

A—Sixteen dollars and eighty cents per year for gainfully 
employed persons. No married woman residing with her husband 
shall be covered unless her husband is also enrolled. 

B—tThirteen dollars and eighty cents per year for spouse of 
subscriber and unmarried dependent children of subscriber between 
ages of 16 and 18. 


C—Hight dollars and forty cents per year for all the dependent 
children of the subscriber between the ages of 1 and 16 years. Under 
this plan for a family of husband and wife, one 17 year old child, 
one 15 year old child and one 14 year old child, total of five, the 
annual charge would be $52.80. 


Deductible Features: 


The first $6 of the expense of illness, examination or treatment of 
the subscriber or dependent during the contract year, shall be paid 
to the physician by the subscriber or the dependent, and the 
expense of the first two calls on the subscriber or dependent in 
each illness made any place other than a hospital shall be paid by 
the subscriber or dependent. 


Limitations: It is proposed that the limitations for indemnity 
will be: 

A—Two hundred and twenty-five dollars for any one person. 

B—Three hundred and twenty-five dollars for any two persons. 

C—Four hundred and twenty-five dollars for any three or more 
persons. 
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Medical Benefit Exclusions: No medical expense reimbursement 
is covered by the following conditions: 


A—Pregnaney occurring within 10 months. 

B—Workmen’s compensation cases. 

C—Hernia and tonsil operations within 10 months of the date 
of execution of the contract. 

D—Drugs. 

E—Bye glasses. 

F—Care of teeth. 

G—Blood transfusion. 

H—Any condition, disease or ailment, existing at the time of 
the subseriber’s application. 

I—Service to any subscriber who had had prior to or at the time 
of application the following diseases: 


Cancer Chronic nephritis 
Diabetes Coronary thrombosis 
Osteomyelitis Pernicious anemia 
Tuberculosis Insanity 


Reimbursement of Physicians: The doctors under this plan will 
be paid on a fee basis on a schedule based on the workmen’s com- 
pensation fee schedule. Doctors agree to accept a pro rata share of 
income if funds are not sufficient to pay in full. 

A second plan is contemplated with reduced premiums and 
increased deductible features. 


7. Western New York Medical Plan, Inc., Buffalo, New York. 


Area to be served—Counties of Allegany, Cattaraugus, Chautau- 
qua, Genesee, Niagara, Orleans, Erie and Wyoming. This corpora- 
tion proposes to issue contracts to groups of subscribers on a pay- 
roll deduction basis, with membership limited to those earning less 
than $1,800 for an individual, $2,500 for man and wife and $3,000 
for family. 


Rates: 

A—Individual subscriber $18 per year. 

B—Man and wife $27 per year. 

C—Full family coverage, man and wife and all unmarried 
children under 19 years of age, $36 per year. 


Benefit Deductions: This plan has a deductible feature inasmuch 
as the subscriber must pay the physician for one-half of the fees 
amounting to a total of the first $20.00, in non-surgical cases and 
for house and office calls in any contract year. The purpose of this 
clause is to prevent the subscriber from going to the physician for 
inconsequential matters. 


Medical Indemnity Limits: 


A—For the individual subscriber $200 for one year. 
B—Man and woman $300 for one year. 
C—F ull family coverage $400 for one year. 
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Medical Benefits Exclusions: 


A—Workmen’s compensation cases. 

B—Elective operations for the first year of contract. 

C—Venereal diseases during the first 11 months of the contract. 

D—Any ailment arising from the use of drugs and alcohol. 

E—AII functional nerve and mental diseases in excess of $50. 

F— Obstetrical service during the first year of contract and 
extra specialist fees above $50 per confinement after the first year. 

G—Services rendered during diagnostic investigation or study 
founded on definite evidence of disease or injury. 

H—Treatment of congenital diseases. 

I—Services rendered for any ailment known to exist prior to 
the date of application. 

J—Injury or diseases contracted in the commission of felony. 

K—Intentional self-inflicted injuries. 

L—Services to individuals who have had prior to application the 
following : 


Cancer Tuberculosis 
Diabetes Chronic nephritis 
Osteomyelitis Coronary thrombosis 


Retmbursement of Physicians: This plan expects to pay doctors 
on a fee basis, with the doctors agreeing to accept a pro rata share of 
income if funds are insufficient to pay in accordance with fee 
schedule. 


8. Associated Health Foundation, Inc., New York City. 


Area To Be Served: The counties of New York, Bronx, Queens 
and Kings. 

This corporation plans to issue contracts to cover all medical 
care without any limitation as to the total amount that may be 
required and without any deductible features. Membership in 
this plan is not limited to any income class group. 


Rates: 


A—Individual subscribers $18 plus $1 annual fee for the first 
year. 

B—Adult and spouse $30 plus $1 annual fee for the first year. 

C—Child under 16 years of age $7.50 plus $1 annual fee for the 
first year. 

D—Child over 16 and under 18 years of age $12 plus $1 annual 
fee for the first year. 

Under this plan for a family of husband and wife, one 17 year 
old child, one 15 year old child and one 14 year old child, total 
of five, the charge would be $48. 


Medical Benefit Exclusions: 


A—Workmen’s compensation cases. 
B—The elective operations for the first 11 months of the 
contract. 
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C—Any condition arising from pregnancy and childbirth dur- 
ing the first 10 months of the contract. 

D—Any condition due to drug addiction or chronic alcoholism. 

E—AIl functional and nervous diseases. 

F—Services Rendered Subscribers: 

(1) Who have had prior to or at the time of application the 
following diseases: 


Insanity Chronic nephritis 

Pernicious anemia Osteomyelitis 

Cancer Chronic heart disease 

Diabetes Psoriasis or any incurable skin 
Tuberculosis disease. 


(2) For any condition, disease or ailment existing at the time of 
the subseriber’s application. 

G—Services rendered in treatment of venereal diseases for the 
first 10 months of the contract. 

H—Services rendered in the treatment of congenital diseases. 

I—Services for plastic or cosmetic surgery. 

J—Hospital or nursing service. 

K—Drugs, medicines or surgical supplies. 


Reimbursement of Physicians: This plan expects to pay doctors 
on a capitation basis. The physician receives a set fee for each 
person under his care for a given period regardless of the amount of 
service rendered. Sixty percent of the funds are to general prac- 
titioners and 40 percent to specialists, surgical, etc. Payment is 
to be made out of earned income less administrative costs and 
reserves. 

The Utica and Buffalo plans are to be operated on a medical 
expense indemnity basis with reimbursement of the physicians on a 
fee-for-service agreement. The Associated Health Foundation, Inc., 
is to operate on a per capita payment system to the physicians 
rendering services to subscribers. 

The Superintendent of Insurance has informed the Commission 
that they are interpreting Section 250 of Article IX-C of the Insur- 
ance Law in its broad sense to allow for the organization of medical 
expense indemnity corporations reimbursing physicians for the 
services to subscribers on a per capita basis as well as a fee-for- 
service basis. 


Comments on Plans Established under Article IX-C, Insurance 
Law.—Some of the medical expense indemnity plans established 
under Article [X-C of the New York State Insurance Law have 
adopted policies which are similar to those followed by commercial 
insurance. 


Age Limitation—Commercial—and fraternal—accident and 
health insurance policies have safeguarded to some extent their 
risk through limitations on the issuance of holding of policies to 


348 MEDICAL CAKE IN NEW YORK STATE 


the extreme young and older age groups. It is obvious from this 
standpoint that the security against sickness for the general popula- 
tion is not complete. The plans under development under Article 
IX-C are also utilizing this age limitation clause in decreasing their 
insurance risk. 


Limitations on Medical Service.—In keeping with the procedure 
of the commercial—and fraternal—-health insurance organizations, 
the newly developed plans under Article IX-C have introduced 
clauses in their policies which exclude from service pre-existing 
conditions and conditions which exist within a certain defined wait- 
ing period. Additional restrictions exclude care of certain diseases 
such as tuberculosis, cancer, mental and nervous disorders, as well 
as conditions covered under the Workmen’s Compensation Act. 


Deductible Clause.-—Two of the plans established under Article 
IX-C make use of so-called deductible clauses. Patients have to 
pay directly the first $6 (Utica) or $10 (Buffalo) of their physi- 
cian’s bill during the contract year, under the Utica plan the first 
two calls of each separate illness during the second and succeeding 
years would be non-reimbursable. (A similar policy is followed 
by the ‘‘Columbia Medical Society Mutual Health Association,’’ 
Washington, D. C., which requires patients to pay for the 
first $5 worth of service in each year.) From the standpoint of a 
general long range health program this clause is detrimental to the 
idea of prevention. People are discouraged from seeking important 
preventive services such as periodic physical examinations and 
immunizations, and may hesitate to ask for advice, examination 
or treatment in early stages of illness or doubtful ailments. 

The deductible clause must be considered in connection with two 
facts: first, there are additional costs to the patient, such as care 
of diseases excluded from service, night calls, hospitalization and 
drugs; second, there is often a maximum annual indemnity in 
proportion to the size of prepayments. 


Waiting Period.—In the development of premium schedules for 
the health policies sold by insurance companies and fraternal 
organizations, the use of a waiting period has materially affected 
the amount of annual premium. 

A representative policy may have a premium rate of $29.28 
when the waiting period is three months and a premium rate of 
$73.20 when the waiting period before eligibility for benefits is 
reduced to less than one day. 


Cancellable or Non-renewable Clause.—A cancellable or a non- 
renewable clause which is present in a great many of the com- 
mercial and fraternal insurance policies is of decided protective 
value to the insurance carrier in decreasing the risk involved in 
writing such insurance. From the standpoint of the public this 
has decided disadvantages, since a policyholder cannot be sure 
of protection throughout his working lifetime. 
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Achievements and Shortcomings of Voluntary Health Insurance 


The various efforts to develop voluntary health insurance deserve 
high commendation. ‘‘The proof of their value, however, is not 
their good intentions’’ but a careful examination of their actual 
accomplishment and future prospects. 


Coverage-—Both the economic and occupational status of the 
people actually covered by the various voluntary health insurance 
plans in operation can be fairly well described. The majority of 
the people who have enrolled in group hospital plans belong to 
families with moderate incomes. A study conducted by the Asso- 
ciated Hospital Service of New York demonstrates that ‘‘80 percent 
of the subscribers to this plan not only in New York, but in other 
parts of the State even more, have incomes of less than $2,500 a 
year. This indicates that this plan does meet its original purpose 
of serving the person of modest income. The group enrollment 
regulations under this plan provide that those persons who earn 
less than $1000 a year be excluded from enrollment requirements. 
While such persons are not debarred from enrollment, they are 
not urged to do so because generally such persons are unable to 
obtain the services of a personal physician and consequently repre- 
sent the segment of the population which should receive free 
services in the hospitals and from the medical profession.’’ 7° 

Occupationally most of the subscribers are either high-paid skilled 
workers or white-collar workers and professional people. It is 
important to note that often the family, rather than just the wage 
earner, has made use of the offer to subscribe. 

The services of prepayment plans conducted on the basis of 
group practice are primarily sought by families with incomes above 
$1,500 and below $3,000. The percentage of families with lower 
incomes is relatively small. 

There is no accurate information as to the economic condition 
of people subscribing to cash indemnity plans. However, it seems 
fair to assume that few subscribers to cash indemnity plans would 
come from low income groups. 

The total number of persons actually covered by various plans 
ean be estimated only very roughly. Group Hospital Plans have 
reached approximately 414 million people in this country. Prepay- 
ment plans for medical care, offering physicians’ care or a variety 
of services to the general public, probably serve a few hundred 
thousand persons. Medical care programs, operated for employees 
of industrial or business firms and financed either by employers 
or employees, may cover a few million persons. Furthermore, about 
8 million wage earners may carry some form of insurance against 
temporary disability with private insurance companies, and a 
larger number of industrial insurance policies is in force covering 
death or permanent disability. 


20 Pp. 658-659 Report of the Public Hearing N. Y. S. Temporary Leg. Com- 
mission, Dec. 15-16, 1938, 


350 MEDICAL CARE IN NEW YORK STATE 


It is claimed that voluntary insurance against the economic risks 
of illness is primarily used by people who are fortunate enough to 
enjoy such an income as to permit savings including prepayments 
for some protection from illness. 

Some students of the subject believe that on the basis of actual 
experience in this country”? three factors appear to have had 
decisive bearing on the enrollment by the general public in pre- 
payment plans. First, many people ‘‘preferred taking a chance 
to budgeting ahead because they relied on their previous good health 
record.’’ Second, ‘‘there was—and still continues to be—a big 
turnover of subscribers; the result was concentration of persons 
in ill-health and loss of persons in good health,’’ with the implica- 
tion of uneven spread of risks and relatively high average costs to 
many plans. Third, people interested in budgeting for medical 
care saw no profit in many of these propositions because the ‘‘pre- 
miums’’ were disproportionate to the value of the services offered. 


Scope of Service——Commercial insurance policies offer some 
protection from economic distress by reimbursing policyholders in 
the event of accident, sickness, disability and death. However, often 
the policies are so restricted as to cover only fractions of the wages 
lost. The reports received by this Commission from insurance 
companies writing group accident and health policies confirm the 
findings made by the Illinois Health Insurance Commission about 
20 years ago. Although 25 percent of the wage earners examined 
in 1919 were found to be insured by group accident and health 
policies against loss of wages, only 13 percent of those who lost 
wages for one week or longer received compensation for a part of 
their losses, and only 6 percent of the total wages lost were recovered. 

The development of non-profit plans for hospital care is highly 
significant and important. Experience shows that patients, hospi- 
tals and physicians are benefited. However, there remains the fact 
that for the patient and the community existing group hospital 
plans meet only a part of the need because payment for the services 
of physicians as well as hospitalization for socially important dis- 
eases of conditions are excluded from service. 


Prepayment Plans for Medical Care.—Organizations established 
on this basis have attempted to make contributions to the solution 
of the medical care problem by providing for the large variety 
of services necessary to restore and maintain health. They are 
based on both the individual and group practice of medicine. How- 
ever there are frequent restrictions as to type of illness or type of 
service covered under the prepayment arrangements. If a problem 
exists for providing good medical care, both in quality and quantity, 
existing experimental plans are too small in number to be a decisive 
factor in community health programs. 

Few prepayment plans for medical care, conducted on the basis 
of individual practice, are actually in operation. Article IX-C of 


21 Goldmann, F., Costs of Group Health Service. A comparative study of 
five plans of organized medica] care for self-supporting people, 
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the State Insurance Law provides for prepayment plans conducted 
on the basis of individual practice, and plans proposed reveal 
certain facts relating to scope of service. Not only is service 
restricted to physicians’ care, but physicians’ care is incom- 
pletely covered. The ‘‘deductible clause,’’ used in a number of 
‘‘cash indemnity’’ plans, tends to inhibit the practice of preven- 
tive medicine, and the long list of diseases exempted from indemnity 
greatly decreases the potential value of such service. 


Costs——Commercial insurance companies offer individual or 
group insurance at rates beyond the reach of people in low income 
groups. Often the premiums represent more than 5 percent of the 
worker’s income yet entitle him to only limited reimbursement. 

Non-profit plans for hospital care charge fees from 50 to 85 cents 
per month per individual or from $1 to $2 per month per family. 
Dr. I. S. Goldwater, Commissioner of Hospitals of the City of New 
York, in testifying at the public hearing’’ before this Commission, 
stated : 


‘*T believe people earning $1,500 or more who are regularly 
employed could help themselves out so far as hospital service is 
concerned, by joining these insurance plans. I believe there are 
many families with an income of $1,200 to $1,500 who have no 
money for hospital care and who are entitled to get it.’’ 


This statement clearly indicates that the burden of prepayments 
for hospital care is too heavy for individuals comprising large 
groups of the population. It has been suggested by some experts 
that these prepayment plans be extended to include hospital care 
on a ward basis. 

Proponents of voluntary health insurance feel that under any 
acceptable plan both hospital and medical care should be furnished. 
Since the nonprofit hospital plans have already had considerable 
experience their rates may be taken as a standard for hospital care. 
To these rates for group hospital plans we have to add all the other 
expenses of sickness to be borne by the patient. Under the incor- 
porated non-profit medical expense indemnity plans in this State 
there would be additional costs of $16.80 to $18 for a single sub- 
seriber, bringing the total near to $28. For a family with two 
children under 16 years the various plans would require prepay- 
ments for physicians’ care ranging from $36 to $45, bringing the 
total up to $60-$69. Even this expenditure, however, would not 
guarantee complete medical care; the patient would have to pay 
extra for the respective amounts excluded by the deductible clause, 
treatment of illnesses not covered by the contract, drugs and appli- 
ances, dental services, bedside nursing at home and in some 
instances even night calls. The total annual cost of both hospital 
care and medical indemnity under some proposed plans might be 
so high that it would be prohibitive for the great mass of the 
population. 


22 Minutes of the Public Hearing, N. Y. State Temporary Leg. Commission 
to Formulate a Health Program, Dec. 13, 1938, Vol. I, p. 30. 
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Proponents of group practice claim that the total average costs 
of medical care under prepayment plans combined with group prac- 
tice range from about $12 to approximately $30 per eligible person 
per year. This figure includes all expenses to the patient for 
physicians’ care by both general practitioner and specialists, 
dentists’ services, laboratory services, diagnostic and therapeutic 
x-ray services, physical therapy services, drugs and some appli- 
ances, hospitalization—subject to restrictions—ambulance service 
and bedside nursing at home. It is claimed that an average of 
$20 to $22 per eligible person and year appears to be necessary 
to operate an all-inclusive prepayment plan for groups of people, 
and a lower rate to furnish all the necessary ‘‘fundamental’’ sery- 
ices subject to certain restrictions. However, it seems this can be 
done only if group practice is used and large unselected population 
groups are covered. The practicability of interesting such large 
unselected population groups in suitable coverage may well be 
questioned. The answer will probably be found in the future 
experience with voluntary plans. 


Administration.—There are prepayment plans which are admin- 
istered by physicians only. Others are operated solely by the con- 
sumers or subscribers. The democratic principle of self-govern- 
ment requires that responsibility for administration is shared by 
all groups concerned. In other words, both physicians and poten- 
tial patients should be represented adequately on a board of trus- 
tees. Many prepayment plans have by-laws defining the spheres 
of influence of laymen. A typical example of such a by-law is the 
following : 

‘‘The Board of Trustees shall in no way regulate or supervise 
the practice of medicine by any physician with whom it arranges 
for the care of members, nor shall it in any way supervise, regulate, 
or interfere with the usual professional relationship between such 
physician and his patient member, and every such agreement 
entered into by and between a physician and the Association shall 
contain a positive covenant to that effect.’’ 


However, under any plans, proposals involving medical policy 
should be developed only with the advice and guidance of quali- 
fied physicians. 


Standardization.—Central guidance and _ standardization is 
imperative to avoid waste of efforts and money. The American 
Hospital Association by issuing ‘‘ Essentials of an Acceptable Plan 
of Group Hospitalization’”’ in 1933 and by establishing a ‘‘ Council 
on Hospital Service Plans’’ in 1938, has taken important steps to 
coordinate the movement towards plans for hospital care.2? The 
Bureau of Cooperative Medicine was founded in 1936 to give ‘‘in- 
struction and advice on the organization of health associations by 
groups of people who wish to obtain medical service on a coopera- 


23 Approval Program and Standards, The Commission of Hospital Service, 
American Hospital Association, Second Revision, 1939. 
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tive basis.’”? The Group Health Federation of America was founded 
in 1939 for the purpose of establishing and maintaining standards 
of practice and organization of group health plans. The American 
Medical Association is making studies of the various forms of 
voluntary health insurance prepayment plans now being organized 
by State and county medical societies, in many states, in order to 
compare them with respect to the extent to which they meet the 
need for improvement in the distribution of medical care. 


Supervision—is still far from satisfactory. Bankruptcies obvi- 
ously would discredit all efforts to develop voluntary health insur- 
ance. In addition, supervision as to quality of medical care appears 
to be an urgent necessity so as to prevent medical care programs 
from functioning unless they maintain proper standards. In most 
of the states, hospital plans are under the supervision of Depart- 
ments of Insurance, and in some instances Departments of Health 
and Welfare also participate. In New York State supervision from 
the fiscal standpoint is maintained by the Superintendent of Insur- 
ance. In addition, the Certificate of Incorporation for non-profit 
medical care plans organized under the Membership Corporations 
Law must have the approval of the Department of Social Welfare. 


Legislation —At present insurance laws in many states do not 
allow experimentation with new forms of medical practice and new 
methods of finance. New York State has enacted enabling legisla- 
tion for the formation of non-profit medical expense indemnity 
corporations. The law at present limits the experimental field in 
medical care programs by prohibiting, first, a combination of physi- 
cians’ and hospital care under ‘‘expense indemnity’’ plans and, 
second, development of service plans conducted by a closed and 
selected group of physicians. Among proposals in other states 
the Wisconsin Bill seems to offer the widest possibilities for further 
experimentation. 

Voluntary health insurance, as actually used on the commercial 
level as well as on a non-profit basis, should prove to be of value 
to those people who are not always in urgent economic need if 
sickness strikes them. However, these groups represent only a 
small proportion of the total population. It is fair to assume that 
most of the subscribers to voluntary plans have annual incomes 
exceeding $1,500; probably the income groups over $2,000 will be 
predominant in membership lists. But families and individuals 
with annual incomes from $1,500 to $3,000 represent only about 
one-fourth of the population. About one-third of the families 
and individuals are in the income brackets from $750 to $1,500, 
and approximately another one-third earn less than $750. Unless 
drastic changes are made in voluntary health insurance plans and 
they are subsidized by the State or private charity, it is difficult to 
see how they can possibly meet the medical needs of persons earning 
less than $1,500 per year. 

Voluntary insurance against the economic risks of illness has 
been said to have ‘‘nowhere shown the possibility of reaching more 
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than a small fraction of those who need its protection.’’ ?* In 1932 a 
minority of the Committee on the Costs of Medical Care made the 
warning statement: ‘‘ Voluntary insurance will never cover those 
who most need its protection. No legerdemain can bring into a 
voluntary system the unorganized, low paid working group who 
are not indigent but live on a minimum subsistence income. Yet 
any plan that helps those with less serious needs and does not reach 
those whose needs are sorest does not solve the fundamental prob- 
lems of providing satisfactory medical service to all.’’ 

Whatever may be done to fill the present gap, voluntary prepay- 
ment plans will still be needed. They are susceptible of certain 
expansion and ought to be developed—along sound lines and in 
a socially desirable direction. For the income groups able to sub- 
seribe these voluntary plans may furnish the solution to the prob- 
lem created by the burden of unpredictable illness. There should 
be wide experimentation with all types of voluntary health insur- 
ance to determine the most suitable plans for different groups of 
the population—and how they can be integrated with existing 
public and private facilities for the distribution of medical care. 
Voluntary health insurance can contribute its share to a broad 
health program for all of the people; standing alone it cannot 
possibly solve the Nation’s health problems. 


24 Report of the Technical Committee on Medical Care of the Interdepart- 
mental Committee to Coordinate Health and Welfare Activities, Washington, 
D. C., 1938. 
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Part III. Computsory HEALTH INSURANCE 


This summary of compulsory health insurance abroad gives a 
birdseye view of foreign developments. It is intended to describe 
common elements rather than details of national policies and laws. 
Because of this approach the presentation cannot possibly cover 
all aspects. However, stress is laid on such principles as are con- 
sidered relevant to current American discussions on the subject. 
Several American authors have written excellent books which go 
into the details of foreign schemes, analyze their operation, and 
evaluate their achievements and shortcomings. 


i aaa of Required Programs as Contrasted to Voluntary 
Plans 


There are three major points of distinction between required 
and voluntary health insurance programs. 

First, under compulsory schemes, individuals are required to 
budget for their sickness costs instead of being free to join or 
leave a group serving mutual purposes. Second, under compulsory 
schemes individuals are required to put aside in advance small 
amounts of money to meet the burden of illness by regular pre- 
payments. Usually this is carried out by payroll deductions. The 
contributory principle may be applied only to the individuals to be 
served by the plan or extended to simultaneous inclusion of other 
groups, such as employers who are directly concerned. Third, 
under compulsory schemes government assumes responsibility for 
proper and sound legislation. Clearly defined rights are con- 
ferred on all people to whom the law applies, and the duties of 
the various groups concerned are set forth. Type, scope and 
amount of services and other benefits are determined and the 
details of financing arranged. Furthermore government reserves 
the right of supervising operation of the schemes as to compliance 
with laws and statutes and efficiency of performance. The theory 
of such a policy is that government requires self-supporting people 
to help themselves through what may be called ‘‘compulsory 
saving’’. 


Attitude Toward “Compulsory Health Insurance” in the United 

States 

The American movement for compulsory health insurance against 
the risks of illness dates back to 1913, when the First American 
Conference on Social Insurance was held in Chicago under the 
auspices of the American Association for Labor Legislation. In 
1915 the American Association for Labor Legislation drafted a 
tentative bill. This ‘‘Standard Bill’’ became the basis for repeated 
attempts to advance required programs beyond the conversational 
stage. In 1919, Governor Smith of New York State referred to 
health insurance in his annual message by pointing out: 

‘‘Nothing is so devastating in the life of the worker’s family 
as sickness. The incapacity of the wage-earner because of illness is 
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one of the underlying causes of poverty. Now the worker and his 
family bear this burden alone. The enactment of a Health Insur- 
ance Law which I strongly urge, will remedy this unfair condition. 
Moreover, it will result in greater precautions being taken to prevent 
illness and disease, and to eliminate the consequent waste to the 
State therefrom. It will lead to the adoption of wider measures 
of public health and hygiene, and it will operate to conserve human 
life. The large percentage of physical disability disclosed by the 
draft, shows how deeply concerned the State is in this matter. 
Proper provision also should be made for maternity insurance in the 
interest of posterity and of the race. Other countries are far ahead 
of us in this respect, and their experience has demonstrated the 
practical value and economic soundness of these principles.’’ 


However, steadily growing opposition united in a common front 
against ‘‘compulsory health insurance,’’ such heterogenous groups 
as commercial insurance and fraternal orders, the drug industry 
and drug distributors,’ capital and labor, organized medicine and 
Christian Science. The movement came to a deadlock at the turn 
of the twenties. 

The next phase is characterized by quite a different approach. 
Intensive searching, analyzing and finding of facts on needs and 
resources in the field of medical care had a commanding influence 
on this development. Among a great number of investigations, two 
attracted the widest attention: the studies conducted by the Com- 
mittee on the Costs of Medical Care during the years 1928-32, and 
the National Health Survey conducted by the U. 8. Public Health 
Service during the winter of 1935-36. These studies accumulated a 
tremendous volume of data on the social and economic aspects of 
medicine. Yet, the practical application of these data proved to be 
extremely difficult because of the magnitude of the problem and 
the multitude of its implications. 

The Committee on the Costs of Medical Care, when trying to 
formulate recommendations for its final report, split over two major 
issues, namely group practice of medicine and group purchase of 
medical care. Still another split occurred when the question of 
choosing between compulsory and voluntary ‘‘health insurance’’ 
arose. Out of 50 members 11 recommended compulsory plans. 
Five other members disagreeing with the majority’s preference for 
voluntary schemes, wanted at least experimentation with both 
methods. It was the findings of the National Health Survey that 
stimulated anew the efforts to adapt American medicine to the 
rapidly shifting social scheme. 

A National Health Program, prepared by the ‘‘Technical Com- 
mittee on Medical Care to the Interdepartmental Committee to 
Coordinate Health and Welfare Activities,’’? was submitted to a 
National Health Conference, held at Washington in 1938. Of five 
recommendations ‘‘for meeting with reasonable adequacy existing 
deficiencies in the nation’s health services’’ two referred to methods 
of protection against the financial burden and the economic insecur- 
ity which sickness creates for self-supporting persons. The report 
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continued : ‘‘ No conclusion has emerged more regularly from studies 
on sickness costs than this: The costs of sickness are burdensome 
more because they fall unexpectedly and unevenly than because 
they are large in the aggregate for the Nation, or, on the average, 
for the individual family. Except in those years when unemploy- 
ment is widely prevalent, sickness is commonly the leading cause 
of social and economic insecurity. Without great increase in total 
national expenditure, the burdens of sickness costs can be greatly 
reduced through appropriate devices to distribute these costs among 
groups of people and over periods of time.’’ 

The ‘‘Technical Committee’’ reported that it could not find the 
answer to the Nation’s problem in voluntary insurance efforts. It 
reached the conclusion ‘‘that government must assume larger 
responsibilities than it has carried in the past if it is to help self- 
supporting people meet the problems of medical costs.’’ <Accord- 
ing to the committee, the goal may be reached through the use 
of taxation, or through insurance, or through a combination of the 
two, preferably on a statewide basis. Public medical services and 
health insurance were methods recommended to be used as alterna- 
tives or in combination. The states would choose, develop, and 
administer the program which best fits their special conditions. The 
Federal government would furnish aid and assistance to the states. 
On this basis the Technical Committee recommended Federal grants- 
in-aid toward ‘‘approved classes of expenditures’’ made by the 
states in carrying out a more general medical program. In addi- 
tion the Committee recommended Federal action toward the develop- 
ment of disability compensation on the basis of insurance against 
loss of wages during sickness, commenting as follows: ‘‘Such a 
program should preserve a high degree of flexibility, in order to 
allow for individual initiative, and for geographical variations in 
economic conditions, medical facilities, and governmental organiza- 
tion. It should provide continuing and increased incentives to the 
development and maintenance of high standards of professional 
preparation and professional service; it should apportion costs and 
timing of payments so as to reduce the burdens of medical costs 
and to remove the economic barriers which now militate against the 
receipt of adequate care.’’ 

The President, in his message to Congress on January 23, 1939, 
summarized the objectives and ier ae of a National Health 
Program as follows: 


‘“The objective of a National Health Program is to make avail- 
able to all parts of our country and for all groups of our people 
the scientific knowledge and skill at our command to prevent and 
eare for sickness and disability; to safeguard mothers, infants and 
children, and to offset through social insurance the loss of earn- 
ings among workers who are temporarily or permanently dis- 
abled. . . . The essence of the program is Federal-State coopera- 
tion. Federal legislation necessarily precedes, for it indicates the 
assistance which may be made available to the States in a coopera- 
tive program for the nation’s health.’’ 
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Subsequently, on February 28, 1939, the Wagner Bill (S. 1620) 
was introduced in Congress: ‘‘a bill to provide for the general wel- 
fare by enabling the several states to make more adequate provision 
for public health, prevention and control of disease, maternal and 
child health services, construction and maintenance of needed hospi- 
tals and health centers, care of the sick, disability insurance, and 
training of personnel; to amend the Social Security Act; and for 
other purposes.’’ A subcommittee of the Committee on Educa- 
tion and Labor, U. S. Senate, early in 1940, reported favorably on 
~ the general objectives of this bill, at the same time admitting that 
revisions were necessary. 

Meanwhile the American Federation of Labor had reversed its 
former attitude and, in 1935, adopted a resolution ‘‘urging the 
enactment of socially constructive health insurance legislation.’’ 
In 1940 the American Association for Social Security offered a 
revision of its ‘‘Standard Bill,’’ first published in 1934. 

One attitude taken by organized medicine is revealed in the action 
of the California State Medical Society in 1933, when it formally 
endorsed the principle of compulsory insurance against sickness. 
A special state committee prepared a ‘‘ Health Service Insurance 
Act,’’ the first and only bill drafted by a medical organization. 
Later, support of the bill was withdrawn. 

The Social Security Act, as first planned, was to cover three sub- 
jects: unemployment, old age, and medical care. However, planned 
provisions dealing with risks arising out of ill-health were dropped 
after consultation with a committee of 12 physicians. 

In February, 1935, the House of Delegates of the American Medi- 
eal Association had passed a resolution reaffirming ‘‘its opposition 
to all forms of compulsory sickness insurance whether administered 
by the Federal Government, the Governments of the individual 
States or by an individual industry or similar body.’’ The Social 
Security Act was passed without provisions for medical care. 

In 1937, a committee of physicians, later taking the name ‘‘Com- 
mittee of Physicians for the Improvement of Medical Care, Ine.”’ 
came out with ‘‘Principles and Proposals’’ in an effort to make 
constructive recommendations. In concluding a list of proposals 
the committee stated ‘‘health insurance alone does not offer a satis- 
factory solution on the basis of the principles and proposals enun- 
ciated above.’ 

In 1938 the American Medical Association considered the National 
Health Program at an emergency meeting held at Chicago. The 
president, in his address pointed out: ‘‘the American Medical 
Association never has opposed the principle of insurance’’ and 
added: ‘‘It is not the principle of insurance that is opposed by 
American medicine. The principle which we do oppose is political 
administration and manipulation of the insurance organization, 
devotion of a considerable portion of the funds thus derived to the 
payment of a great number of employees not directly concerned 
with the service but intimately concerned with the maintenance of 
a political organization, and expansion of such organizations to 
wield greater and greater power in the affairs of the nation.’’ 
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The American Medical Association approved not only the ‘‘prin- 
ciple of hospital insurance’’ and ‘‘voluntary indemnity insurance.”’ 
They endorsed required insurance against loss of wages during 
sickness and expansion of workmen’s compensation. 

But they were ‘‘not willing to foster any system of compulsory 
health insurance.’? The American Medical Association was ‘‘.. . 
convineed that it (compulsory health insurance) is a complicated, 
bureaucratic system which has no place in a democratic state. It 
would undoubtedly set up a far-reaching tax system with great 
increase in the cost of government. That it would lend itself to 
political control and manipulation there is no doubt.”’ 

If the development were to take the course presupposed by the 
American Medical Association, compulsory program certainly 
would be most defective. Whether the evils feared by the Ameri- 
can Medical Association are necessarily inherent in such a program 
is a question which cannot be brought to a decision without full 
knowledge of all the details of policy and procedure to be adopted. 
As the ‘‘Committee of Physicians for the Improvement of Medical 
Care’’ puts it: ‘‘ Whether we are favorably inclined to the principle 
of compulsory health insurance, or not, it is the part of wisdom to 
establish in advance the general principles which should govern 
such projects.’’ 


Principles and Trend of Development of “Compulsory Sickness 
Insurance” in Foreign Countries 


Reasons for the Development of Required Programs.—Abroad one 
country after the other proceeded to establish sickness insurance 
plans. The factors determining the choice of compulsory sickness 
insurance were similar in many countries. They were stated to be 
the inadequacy of individual savings, public assistance, and volun- 
tary health insurance. It was noted in many instances that the 
life’s savings of an average family were wiped out by one serious 
illness, one major operation, one long hospitalization, one prolonged 
series of treatments. It was found that tax-supported medical care, 
in the form of public assistance, was not feasible for many self-sup- 
porting people. It was found that voluntary health insurance, 
while feasible for people in the middle income groups, could not 
reach the large self-supporting population groups within the lower 
income brackets. After lengthy experimentation with other 
methods, many countries in Europe, Asia, South America and 
Australia adopted compulsory plans, and no country ever aband- 
oned such a policy. There was no relation between enactment of 
‘‘eompulsory sickness insurance’’ laws and the form of government. 


The Purpose of Compulsory Sickness Insurance Plans Abroad 
Has Been Three-fold—(1) compensation for loss of earnings due to 
illness, non-industrial injury and maternity ; (2) provision of medi- 
cal care as necessary to restore good health; (3) preventive medical 
services for well persons. In its early days the function of sickness 
insurance was centered on prevention of the economic consequences 


} 
‘ 
; 
: 
7 
} 


360 MEDICAL CARE IN NEW YORK STATE 


of ill-health. In the first phase of evolution most of the plans gave 
preference to the payment of ‘‘cash benefits’’ so as to compensate 
wage-earners for loss of wages due to disabling illness. In the 
second phase of evolution provision of medical services of various 
types was increasingly emphasized so as to prevent sickness from 
progressing into the chronic or incurable stage. In fact, in some 
countries sickness insurance plans became primarily a mechanism 
for the restoration and conservation of health by ‘‘ benefits in kind.’’ 
Provisions for early diagnosis and thorough treatment in an early 
stage took the place of provisions for disability compensation. In 
the third phase of development, more attention was given to pre- 
ventive medicine including maternity care. The significance of this 
marked change in concept must be interpreted in relation to the 
American situation. Medical care in many foreign countries was 
organized on a curative basis with a large number of autonomous 
administrations which were difficult to adapt to the development 
of preventive services. A modern medical program should provide 
for a complete integration of preventive and curative services. 
Sickness insurance was designed to meet primarily needs of such 
sick people as could be covered by the program. Compulsory sick- 
ness insurance constituted one avenue to the goal of a national 
health program; being a method, rather than a panacea, it was 
always combined with other methods, such as voluntary insurance 
and tax support according to the needs of the various economic 
and occupational groups. 


Coverage.—Every country adopting compulsory sickness insur- 
ance found it hard to draw a just and reasonable demarcation 
line between people who could and people who could not be covered 
by the program. There were, and still are, wide variations in scope 
of coverage in various countries—according to the prevailing needs. 
However, there are certain principles and trends common to many 
foreign programs. In broad terms eligibility for compulsory sick- 
ness insurance may be determined in either of three ways or in com- 
bination of all three: (1) by income regardless of type of occupa- 
tion ; (2) by type of occupation regardless of income; (3) by type of 
employment, such as industry, business, agriculture, domestic sery- 
ice. At their beginning, compulsory schemes were applied primarily 
to specified groups of wage-earners such as industrial workers. Later 
the prevailing philosophy was to extend the programs to many 
other occupational groups including office employees, white collar 
workers and other employees receiving salaries. This policy often 
was carried out by setting an upper income limit beyond which 
salaried employees were not required to join the scheme while 
‘‘manual workers,’’ because of the size of their average income, 
often were included irrespective of their earnings. Here again it 
was found necessary gradually to extend the income limit so as to 
make the protection of the law accessible to people with moderate 
means. Finally the principle was not only applied to industry but 
increasingly also to commerce, agriculture, and domestic service, 
with a definite trend toward equality of service for all groups 
covered. 
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In 1939, the British law required insurance from all workers, 
and from those white collar workers who earned less than 250 
pounds per year. Similar are the provisions of the Australian 
scheme. The French law is applied to all employed workers sub- 
ject to income limits. 


Voluntary Subseription—to compulsory programs often was made 
available to certain groups which, although in need of provisions, 
could not be required to join the plan because of administrative 
or other difficulties. They were self-employed people with an aver- 
age income similar to that set for employed persons; people who 
discontinued employment covered under the Insurance Law; and 
people whose income, while fluctuating, exceeded the limit drawn 
for compulsory insurance. 

In their early phases many programs served ‘‘wage-earners”’ 
only. If family dependents were included they were usually pro- 
vided with maternity services first. The complete or partial 
exclusion of family dependents from medical service was soon found 
to constitute a serious deficiency. Obviously, the efficiency of any 
compulsory sickness insurance scheme must be considerably 
impaired if rights and services are unequal for members of the 
same family. In fact, such a policy must result in adverse con- 
sequences by turning family dependents to charity or public 
assistance and disrupting effective treatment of many diseases. 
One of the most significant developments in social philosophy is the 
increasing emphasis laid on the ‘‘family approach.’’ There are 
instances where the family dependents of insured people are 
eligible for the same type and amount of services as the wage- 
earners. In other instances provisions for family dependents com- 
prise at least a selected number of fundamental medical services. 
In those countries where family dependents were covered along 
with the wage-earners a definite trend developed toward making 
such service more and more complete. The omission of family 
dependents from coverage has greatly reduced the value of the 
British system and those designed along the British precedent. 


Scope and Extent of Medical Care Provisions—vary widely in 
various countries. The success or failure of compulsory sickness 
insurance depends largely on type, scope, amount and accessibil- 
ity of services established by law. Obviously the insured people 
must get their money’s worth—else required programs cannot be 
justified. The ideal program calls for every type of service which 
is deemed to be necessary for prevention, cure and mitigation of 
illness. On the other hand financial requirements may imply care- 
ful selection of such services as are of primary importance to the 
individual and to the community. 

In a number of foreign countries the following services are made 
available to a varying degree: physicians’ care at home, office and 
hospital, including services by general practitioners and certain 
specialists; maternity services, including prenatal, obstetrical and 
post-natal care; hospitalization, including care at general and 
special hospitals, and at convalescent homes; supply of drugs sub- 
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ject to certain restrictions ; supply of certain appliances contingent 
upon special requirements. In addition, dental services often are 
partially or completely included. 

There are instances of rather all-inclusive services and most of 
the schemes provide for hospital care. However, it must be empha- 
sized that in certain countries the type, scope and amount of medical 
care, provided under compulsory sickness insurance, fall short of 
modern standards. In fact, the British government did not follow 
the inauguration of its health insurance program with adjustments 
from time to time to the progress in scientific medicine. Today, 
just as in 1911, the ‘‘standard medical services’’ are restricted to 
such ‘‘as can properly be undertaken by general practitioners of © 
ordinary competence and skill,’’ and hospitalization must be pur- 
chased by supplementary voluntary plans or, if that is impossible, 
obtained through public assistance. It is significant that the British 
Medical Association, representing the private practitioners, repeat- 
edly and strongly advocated the removal of existing defects by 
extension and improvement of the present scheme rather than by 
its abolition. A report of the British Medical Association, in 1938, 
reiterated recommendations made before (Proposals for a General 
Medical Service for the Nation), and urged broad ‘‘extension and 
amplification’’ of the scheme. A series of ‘‘basie principles’’ was 
made public, among them a recommendation ‘‘that consultants and 
specialists, laboratory services, and all necessary auxiliary services, 
together with institutional provision, when required, should be avail- 
able for the individual patient, normally through the agency of 
the family doctor.’’ 


Distribution ofMedical Care.—The private practice of medicine 
as contrasted to a salaried civil service system has been maintained 
as a rule. Physicians, engaged in private practice, are free to 
attend private patients only. They are also free to offer their 
services for both patients who pay directly and patients for whom 
the administration of the insurance plans foots the bill. In fact, 
in most of the countries private physicians render service simul- 
taneously to both groups. Contrary to the general impression, no 
country abolished private practice. Accordingly the principle of 
free choice of physicians has been preserved. A person eligible for 
insurance service was allowed to choose his physician from among 
all those duly admitted to this type of practice. After ample 
experience had been gathered as to why people choose and changed 
doctors a definite trend developed in some countries to substitute 
directed intelligent choice for undirected free choice. 

Free choice was granted as much as possible within reasonable 
geographic and economic limits. This principle was not applied 
to individual practice alone. Freedom to offer and seek medical 
care was interpreted to imply no discrimination against distribu- 
tion of medical care by medical centers, clinics or ‘‘dispensaries’’ 
run by groups of physicians, voluntary organizations or public 
agencies. Certain difficulties developed, due to strict adherence to 
these basic principles—private practice of medicine and free choice 
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of physicians. In some countries the ratio of physicians to eligible 
persons decreased. The caseload of a minority of physicians became 
too heavy to guarantee careful service. On the other hand physi- 
cians who were less willing to yield to every demand of their 
patients were found to attend a relatively small number of insured 
patients. This experience resulted in two important steps: First, 
a limit was set as to the number of people to be served by one physi- 
cian. Second, professional supervision of professional service was 
introduced. The purpose of these steps was to protect the great 
majority of conscientious and careful physicians against the small 
minority of colleagues who—unintentionally or deliberately—dam- 
aged the common interest; to secure competent and good medical 
eare in doubtful cases; and to help maintain a balance between 
demand of patients and available medical resources. 


Remuneration of Physicians and Allied Groups.—Physicians and 
the allied professions are compensated for service rendered under 
compulsory sickness insurance under three plans: (1) under the 
‘‘ner capita system’’ the physician is paid a flat rate per year per 
person on his list; (2) under the case system fixed fees are paid per 
ease of illness attended; (3) under the unit system each service 
given is paid for on the basis of a special fee schedule. There are 
also many combinations and variations of these three basic pro- 
cedures in use. 

Examples of each system are: Great Britain for ‘‘per capita 
system ;’? German republic for ‘‘case system;’’ France for ‘‘unit 
system.’’ 

The method of physician reimbursement is of utmost importance. 
Careful judgment is necessary in selecting a procedure which does 
justice to both physicians and patients. The experience gained 
in foreign countries reveals certain points of general significance. 
Remuneration on the basis of a standardized flat rate per eligible 
person, when proposed, usually was opposed by the organizations 
of the medical profession. To quote an English statement made 
in 1911: ‘*. . . There is no reason why medical service and aid 
should be remunerated on a basis different from that of nurses, 
landlords, or tradesmen.’’ Similarly a French statement in 1930 
pointed out: ‘‘. . . nous voulions garder a la médicine son carac- 
tére d’élite: 1. par le paiement direct du médecin par le malade, 
paiement effectué en espéces (sans ticket) et selon les tarifs en usage 

725 “Organized medicine’’ in every country has always 
wanted fee-for-service payment. Inevitably the adoption of the 
fee-for-service system led to the establishment of control methods 
designed to clear up marked differences in individual bills and to 
balance between available money and charges of physicians. 

A number of small groups of English counties originally adopted 
the method of payment by fee for each unit of service rendered. 
After 1914 this system was not retained in any of the areas except 


25 “We wish to keep for medicine its ‘high character.’ 1. by direct pay- 
ment to the doctor by the patient, payment made in money (without a ticket) 
and according to customary fees.” 
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Manchester and the neighboring district of Solford. The Solford 

and Manchester doctors abandoned the method at the end of 1926 

and 1927 respectively, after 15 and 16 years experience with it. 
The experience in Manchester”® showed : 


‘*(1) The number of total items of service mounted steadily 
from 1,488,292 to 2,374,352 in 1927. The general medical opinion 
has it that this was caused by a small minority of unscrupulous 
physicians. 

‘*(2) With a fixed sum available to divide and a constantly in- 
creasing number of units of service to be paid for, the payment 
per item of service became steadily less with each successive year. 
In 1922 the average cash value per unit credited was $.52 and it 
had dropped to $.32 in 1927. 


‘*(3) The increasing number of annual credits disallowed by the 
Panel Committee which has risen from 85,974 during 1922 to 
205,901 for the year 1927 led to considerable dissent over accounts. 


‘‘The general sentiment relative to the change to capitation seems 
to be a profound relief that bickering over accounts is ended and 
that bookkeeping is transferred to the Insurance Committee, which 
pays the doctor according to a uniform system that plays no 
favorites?’.’’ 

The French system of health insurance is particularly interesting 
because it is in marked contrast to most others. It was what the 
profession wanted. But when the physicians had it they became 
increasingly dubious that it was the system they really wanted. 
The French physician bills his patient as he chooses and collects 
what he can. The patient pays his own bill and is reimbursed by 
his insurance organization up to a certain percentage of the agreed 
standard rates for specified services. 

‘‘In some localities there seems to be strong evidence that the 
doctors increased their charges after the new law went into effect 
because of the greater capacity of their patients to pay.’’** This 
led to dissatisfaction on the part of the insured persons. The greater 
difference between the fees charged by physicians and the reim- 
bursement payable under the medical benefits brought about a con- 
siderable nullification of the insurance itself. 

‘‘In France the maintenance of the fee-for-service system with 
all its implications has led to the introduction of a number of con- 
trol measures. For example, in Paris ‘about 50 percent of the 
cases are investigated and as part of these investigations about 60 
percent of the patients are examined by the physician of the case 
to check on the record.’ 


26 Armstrong, Barbara H., The Health Insurance Doctor, p. 44. 

27 In the report of the Royal Commission on National Health Insurance, 
1924, Appendix C, p. 9, it was mentioned that some of the Insurance Com- 
mittees wished to put the Manchester system in effect but the opposition of 
the medical profession was so great that capitation was retained. 

28 Douglas, Paul H., “The French Social Insurance Act. Philadelphia, 
Annals of the American Academy of Political and Social Science, 1932. 
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‘*Medical supervision, investigation, hearings, ete., bureaucracy, 
conflicts of opinion on medical issues, conflicts of judgment on costs 
—these and other difficulties have not been avoided by the French 
system of remunerating the doctor. On the contrary, by the 
victory of dictating the system of remuneration and assuring the 
patient complete free choice of doctor, the French doctors achieved 
strongest limitation of fees, a complex and cumbersome fee schedule, 
necessity for close administrative supervision, conflicts with insur- 
ance authorities, and a considerable loss in public esteem.’’ °° 

Because of all these difficulties a certain tendency has developed 
to remunerate physicians on the basis of a flat rate per eligible 
persons or per clinic session. 

The per capita system of reimbursement for the ‘‘insurance 
doctor’’ in England appears to have decreased the confusion regard- 
ing extent of payment for work done and the necessity of extensive 
checking. Generally speaking under systems of paying fiat rates 
much control, red tape and administrative expenses can be saved. 


Quality of Medical Care—is improved by excluding quacks and 
eult practitioners from admission to insurance practice; sorting 
‘‘insurance practitioners’’ according to experience and personal 
qualities ; including services by consultants and specialists; super- 
‘vising physicians and members of allied professions engaged in 
insurance practice, as to efficiency of their performance; providing 
for all necessary diagnostic and therapeutic procedures ; emphasiz- 
ing early and frequent hospitalization at hospitals of high standards. 

Quality of medical care cannot be measured and appraised in 
terms of statistical data. Factors of decisive importance to the 
maintenance of high standards in medical care are first, caliber of 
physicians, dentists, pharmacists, nurses and all other related 
groups; second, type, amount and accessibility of services offered ; 
and third, the extent to which these services are used. An inade- 
quate volume of services cannot be satisfactorily balanced by the 
availability of a sufficient number of well-trained personnel. Pro- 
vision for a sufficient quantity of service can not offset the lack of 
well-trained professional people. As conditions vary so widely 
in the various countries no brief summary of the relevant facts 
ean be made here. A more detailed study would have to take into 
account all the points mentioned before. 


Scope and Extent of Compensation for Disability —A fundamen- 
tal change has taken place in the concept of the purpose and func- 
tions of compulsory sickness insurance. Fifty years ago there was 
some justification in believing that ‘‘the dominant motive in the 
establishment of every system of health insurance is the relief of 
poverty, not the preservation of public health.’’ Ample experience 
during the past half century bolsters the conviction that the func- 
tions of compulsory sickness insurance are much wider and quite 
different in scope. Thirty years ago two significant statements were 
made indicating this change of concept. The Preamble to the 


29 Falk, I. S., Security Against Sickness, 1936, pp. 235-236. 
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British National Health Insurance Act of 1911 defined the act as 
‘fan Act to provide for insurance against loss of health and the 
prevention and cure of sickness and for purposes incidental there- 
to.’ The 1911 proposal for a Federal Insurance Code in Germany, 
pointed out: ‘‘the granting of cash benefits . . . is undoubtedly 
one of the less valuable forms of insurance benefits . . .’’ In both 
instances compensation for disability was not regarded as being 
outside the scope of health insurance—which was the philosophy 
elsewhere. Because of the interdependence of illness and economic 
condition, provisions for medical care and compensation for loss of 
earnings due to disability, were usually combined. 

Long experience has shown that no insurance program against 
the risks of ill-health can properly function without disability com- 
pensation. Experience also led to the conviction that a liberal 
provision for medical care was the best way to prevent dependency 
and reduce the need for extensive compensation for loss of earn- 
ings. There are wide variations in the rates of cash benefits to 
compensate the insured person for wages lost due to disabling ill- 
ness, injury or maternity. In most of the countries at least half 
of the wages is taken as the basis of cash benefits, and in some 
countries two-thirds. 

In a considerable number of foreign countries certain trends have 
developed. First, medical care was ranked ahead of cash benefits. 
In many countries the expenditure for medical care rose proportion- 
ately more than that for cash benefits. In 1933 the ratio of expenses 
for medical care to expenses for cash benefits was approximately 
4:1 in Denmark, 3:1 in Poland, 3:2 in Germany and 7:10 in 
Great Britain. In 1935 the respective ratio in France was 5:2 for 
non-agricultural workers and 3:1 for agricultural workers, matern- 
ity payment excluded. 

Second, compensation increasingly was paid in a certain propor- 
tion to the wages earned rather than as a flat rate, so as to help 
the insured people in maintaining their usual standard of living. 

Third, a steady tendency developed towards the application of a 
sliding scale of compensation so as to give reasonable support to 
large families and people in the lowest income groups rather than to 
single individuals and insured people with higher income. 


Administration—of the foreign sickness insurance schemes usu- 
ally has been placed under the authority of autonomous self- 
governing bodies. The sickness insurance system was separated 
both financially and administratively from existing public health 
or welfare agencies. The democratic principle and concept of self- 
government, while chosen for governing the pattern of organiza- 
tion and administration, presented difficulties in practice. So far, 
no magic formula has been found to solve all the problems in a 
way which suited everyone. 

The principle of self-government was applied to all concerned 
rather than to only a few groups. In the first phase of development, 
insurance schemes in many countries were administered by lay- 
men only. It is a poor policy to refuse those who render the 
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services, primarily the physicians and allied professions, an equal 
opportunity for administrative responsibility. This omission has 
become a source of persistent unrest and strain under certain for- 
eign plans. It has led to the deep-rooted conviction that compulsory 
sickness insurance inevitably had the implication of lay control 
over professional services. In the second phase of development— 
rather late—the medical and related professions were authorized to 
take an active part in the administration. Local administration of 
medical service either was divorced from management of cash pay- 
ments (Great Britain) or the program as a whole was managed by 
a self-governing body composed of representatives of the insured 
people, employers, medical and allied professions, and public health 
agencies. Central administration was placed either in Departments 
of Labor (most of the countries) or in Departments of Health 
(Great Britain, excluding Northern Ireland); often—but not 
always—medical officers were in charge of a division of these 
departments. 

Another clash of group interests with community interests 
oceurred when it came to the formation of efficient administrative 
bodies. In designing the plan of administration, governments in 
nearly all countries were confronted with vested interests created 
by the numerous associations and corporations operating voluntary 
sickness insurance programs. To quote from an English source 
‘‘there had grown up a number of ‘clubs,’ medical aid societies, 
friendly societies and trade unions which provided their members 
with contract medical services. These voluntary organizations 
often had to be approved as legal organs (‘approved societies’ in 
England) although many were financially weak, covered only a 
small number of people and served only a certain economic or 
occupational group.”’ 

Administrative efficiency of compulsory health insurance depends 
largely on the size of the units. In a slow and long process two 
lessons were learned: First, concentration of administration is 
superior to decentralization in numerous small units. Second, 
the district basis is preferable to the local basis because: the risks 
can be spread better and medical services organized more easily ; 
discrepancies between the performance of the units can be reduced ; 
management can be simplified ; overhead kept down; and, coordina- 
tion with existing health and welfare agencies made easier. In fact, 
there has been a definite trend towards creation of large adminis- 
trative units, locally subdivided, and the elimination of small units. 


Financing and Costs—In financing compulsory sickness insur- 
anee the contributory principle has been predominant and tax- 
support has remained a minor feature. The programs have been 
financed primarily by regular contributions both from the people 
covered by the programs and the employers of insured people. 

The proportionate share of contributions made by employers and 
employees has been established in different ways. In broad terms 
there are countries, such as Great Britain and France, where the 
employers match the contributions of their employees on a 50:50 
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basis. In other countries the major responsibility was placed on 
the insured themselves, who often paid two-thirds of the total 
contributions. This, of course, gives only a rough picture of the 
situation. Experience has demonstrated the necessity of special 
regulations which deserve careful consideration. In industries where 
there is an enhanced danger from occupational diseases, the employ- 
er’s share should exceed that of the wage-earner, and people in the 
lowest income group should be privileged by the payment of 
only nominal contributions. In determining these rates either the 
flat rate or the sliding scale of rates has been employed. In a 
number of countries establishment of rates in proportion to wages 
has been given preference, but then the calculation has been based 
on ‘‘wage groups’’ rather than on individual wages so as to simplify 
administration. The size of the total contributions usually has been 
left flexible within definite limits. The law allowed the local 
administration to adjust the size of contributions to the local needs 
and resources yet forbade an increase beyond a fixed percentage 
of the pay-roll. 

Many countries have provided for government subsidies derived 
from tax revenues to supplement the contributions of employer 
and employee. Such appropriations were either earmarked for 
administrative purposes or special services, or they were made with- 
out definite stipulations. Since 1926, the English government has 
borne one-seventh of the total health insurance budget in the case 
of male and one-fifth in the case of female members. In the neigh- 
borhood of 15 percent of the total income of the health insurance 
scheme came from these grants-in-aid. In other instances the 
government subsidy amounted to more than this (Denmark) or 
only to a small fraction of the budget of compulsory sickness 
insurance. Due to the wide variations in coverage and functions 
of the various schemes no general comment can be made regarding 
the part of the payroll required to pay the contributions of both 
employers and employees. There is, however, evidence that a total 
of 5-6 percent of the payroll has been sufficient to defray the costs 
of rather inclusive provisions for medical care and reasonable 
disability compensation. 

The utmost care must be taken in drawing conclusions from 
foreign cost figures. Any comparison of rates or proportions is 
fallacious because of the tremendous variations and steady changes 
in service, method of physicians’ remuneration and population 
groups covered. In addition it is hardly possible to express foreign 
figures in terms of dollars because of the differences in purchasing 
value and the fluctuations in exchange. Any attempt to use finan- 
cial data from foreign experience for plans to be designed in this 
country would result in confusion rather than enlightment. If 
compulsory plans are to be considered in this country the detailed 
cost figures must be estimated. Of prime importance would be 
type, scope and amount of services and benefits to be included; 
methods of distributing medical care; method of physicians’ com- 
pensation ; type and income of groups to be covered; health status 
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in the various communities and probable demand—to mention only 
a few basic factors. 


Lessons from Foreign Experience—Strong and Weak Points 


The significance of foreign movements towards compulsory sick- 
ness insurance is revealed in the following principal trends: 

1. There has been a steady trend towards replacing voluntary 
by compulsory programs—first, in Europe, later, in many other 
parts of the world. 

2. The inalienable right to seek and expect a certain amount 
of security against illness has been firmly established for substan- 
tial groups, often the majority of the various peoples. 

3. In adopting sickness insurance programs the governments in 
a steadily increasing number of countries turned from legislation 
for abatement of nuisances and prevention of certain communicable 
diseases to legislation concerned with social security. To the nega- 
tive approach of forbidding, government added the positive 
approach of granting something, and substituted comprehensive 
planning for isolated procedures. 

4. The various governments issued detailed laws which clearly 
defined the rights and the duties of the people; supervised the 
operation of the programs which were managed by self-governing 
bodies ; and assisted the programs by sharing a part of the costs. 

5. Because of the interdependence of illness and economic condi- 
tions the programs as a rule were inclusive in the sense that they 
provided for both medical care and compensation of wage loss. 

6. Restoration and improvement of health, originally a_by- 
product of the plans, has become a major objective. There has been 
developed a definite trend to rank compensation for disability 
second to provision for medical care. 

7. Compulsory sickness insurance, originally designed for speci- 
fic groups of wage-earners, has been expanded to include larger 
economic occupational sections of the populace, to cover family 
dependents along with the wage-earners, and also to serve people 
who joined voluntarily. 

8. Scope and amount of medical care has been steadily increased 
in line with stronger emphasis laid on service rather than on pay- 
ment of cash. 

9. Distribution of medical care has been usually based on the 
precept of the private practice of medicine. 

10. Quality of medical care has been increasingly emphasized, 
primarily by excluding from participation quacks and cult prac- 
titioners, and by improving the type and extent of services available. 

11. Compensation for disability has remained an important fea- 
ture of the programs although it has advanced proportionately 
on a smaller scale. 
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12. Administration of compulsory sickness insurance has been 
severed from some of its worst original features by the development 
of professional supervision of professional services and by the 
attempts to create efficient large-size administrative units. 


13. The costs of the programs have been met primarily by con- 
tributions from both the insured and employers and on a small, 
although varying, scale by government subsidies. 


14. In no country was compulsory sickness insurance designed 
to solve the problem of medical care for all groups of the popu- 
lation. Being a device for self-help by self-supporting people and 
a technique of dealing with the economic risks of illness it did not, 
and could not, make other methods superflous. Voluntary insur- 
ance and tax-support still were employed for those for whom the 
contributory and compulsory principle was not feasible. 


Experience has also shown that no human being has been able to 
present a formula which suits all. For nearly 60 years the best 
brains in many countries have tried to reconcile justified demands 
for medical care with an economical and efficient method of provid- 
ing it. No complete solution was ever found. Patients are human 
beings, so are doctors. 

What gives strength to the policies and procedures adopted in 
foreign countries is first, the approach, namely the subordination 
of group interests to those of all; second, the clear recognition of 
social obligations in the field of medical care; third, the constant 
drive to reduce admitted incompleteness of the compulsory health 
insurance plans. 

It is only natural that a proposal such as compulsory insurance 
stirs up clouds of prejudices and misconceptions. It would be 
foolish to deny that there have been, and still are, many weak 
points and deficiencies in foreign sickness insurance schemes. How- 
ever, this country, if and when it wishes to adopt similar laws, can 
start from the vantage point of the vast experience accumulated 
in a 60 year period of trial and error. 

The basic problem which must be faced by every medical prac- 
titioner is ably stated®° by the President of the French Medical 
Association : 


‘*It merits emphasis that health insurance, by throwing a con- 
stant spotlight on the extent of illness, its neglect, and its enormous 
cost, is promoting the cause of preventive medicine in all fields. 
That this cause must become the concern of the individual prac- 
titioner, if the traditional doctor-patient relationship is to survive, 
is a growing conviction of the leaders in organized medical circles 
in France, as in Britain and Denmark. This conviction is well 
expressed in an editorial in the Rhéne Medical Journal penned 


30 See Armstrong, Barbara, “The Health Insurance Doctor,” 1939, pp. 257- 
258. 
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by the 1936 president of the French Medical Association (14) 
under the title ‘At the Crossroads’: 


‘Events are taking place at a rate that could not have been fore- 
seen. Those that flattered themselves that they would direct them 
find themselves obliged to follow them instead. 

‘At this point it behooves all of us who would preserve the free 
practice of medicine to take a clear view of the situation. 

‘The time is over for academic discussions. 

‘Will we cling tenaciously and hopelessly to the classic conception 
of the practice of our profession, or will we have the wisdom to 
realize that hitherto we have visualized a far too limited function 
for our profession? If we select the first alternative, then, I will 
state bluntly, it is the end of our profession. So much the pity 
for those who close their eyes to this fact . . . . They will have 
been the principal builders of their unhappy fate. 

‘If we select the second alternative, if we realize that our function 
is not confined to the individual treatment of a sick person, if we can 
see that we must concern ourselves with social planning, there will 
yet be happy days for the profession of medicine and physicians 
will enjoy the gratitude and esteem of those who devote themselves 
to general hygienics and to the future condition of the French 
people. We can and must become both the counsellors and technical 
agents of the public authorities in the great organizations which 
devote themselves to improving the public health. Let us learn to 
collaborate. Let us learn to rid ourselves from our far too narrow 
conception of the proper role of the medical profession. ‘Healers 
of the sick’ is, of course, a glorious title, which still should command 
respect. 

‘But let us not keep in sight merely the maintenance of our 
traditional Charter of Medicine. 

‘The Charter’s terms will be better accepted the more we set 
ourselves everywhere throughout the country to developing and 
evolving and to aiding with our technical skill the cause of general 
prevention and early diagnosis of disease.’ ”’ 


It would be indefensible indeed if any State in this country 
imported and repeated the mistakes made abroad. Foreign experi- 
ence can clearly demonstrate stumbling blocks and shortcomings 
which must and can be avoided. From the oldest law, the German, 
we can learn how detrimental it is if the medical profession is kept 
out from active participation in administering sickness insurance. 
The recently established French law shows the disadvantages of 
the indemnity and fee-for-service idea. The British experience 
illustrates that a plan with no provision for certain specialists’ 
services, hospitalization, and services to family dependents arouses 
more and more criticism from the physicians themselves as well 
as the insured persons. In addition, it reveals the deficiencies 
inherent in the existence of a great number and variety of adminis- 
trative units. Finally, all these programs illustrate what happens 
if schemes based on the insurance principle are not from the outset 
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coordinated and integrated with all other community health and 
welfare programs, both voluntary and public. 


Workmen’s Compensation in the United States 


Workmen’s compensation is a method of applying the idea of 
compulsory insurance against two specific risks to health, namely 
industrial accidents and occupational diseases. Hence, it is compul- 
sory health insurance in essence although not explicitly in form. 
The development of workmen’s compensation in this country gives 
insight into many problems of primary importance to compulsory 
sickness insurance. 

Between 1886 and 1917*' nearly every important industrial state 
in this country modified or abrogated one or more of the common 
law defenses, which protected the employer against actions for dam- 
ages growing out of accidents to his employees, and introduced the 
system of ‘‘ Legal liability of the employer.’’ This led to employers 
being involved in a mass of litigation and they found insurance 
companies ready to assume the risk and profit. Thus, in 1886, 
appeared the Employers’ Liability Carrier. The insurance com- 
panies took the place of the old common law defenses as the insuper- 
able obstacle to any adequate recompense to the injured workers 
or their families. How effective they were in fulfilling this objec- 
tion is shown by J. R. Commons’ description*®? of what took place 
in Wisconsin : 

‘‘RWimployers in Wisconsin paid $1,225,000 to liability insurance 
companies in 1911; scarcely $300,000 of it reached the pockets of 
the employees or their dependents. Ten thousand industrial 
accidents occur in Wisconsin every year; 100 of these are fatal; 
the others cause disability of seven days or more. Scarcely 10 
percent of the injured received any share of the $300,000.”’ 


The Minnesota Bureau of Labor, Industries and Commerce*®® 
after an investigation throughout the country, reported: 


‘‘TIn 1905 the Casualty Companies doing business in New York 
State received in premiums from employers $4,381,634 insuring 
them against liability towards employees for accidents. Now of 
this sum 28 percent went to pay the expenses of the insurance com- 
panies in defending suits or in profits and only 32 percent went to 
workingmen as a compensation for injuries received in cases which 
come up against companies. .. . 

‘‘In the ten years ending with 1907, $82,732,705 were collected 
as premiums by eight of the largest liability companies in the United 
States and $34,941,103 (or 42 percent of the premiums) were paid 
out in losses to 1,619,607 injured workmen. . . .’’ 


31 Medical Relations under the Workmen’s Compensation, Revised 1935 
Report of the American Medical Association, p. 10. 

82 Commons, J. R., Industrial Commission of Wisconsin, Its Origin and 
Methods, Survey, Jan. 4, 1913, p. 3. 

88 Bruere, Robt. W., Compensation and Business Ethics, Harpers Magazine, 
July, 1915, pp. 210-219. 
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The defects of liability insurance became so flagrant that employ- 
ers as well as employees demanded that the United States follow 
the example of Europe by substituting the principle of ‘‘occupa- 
tional risk’’ for that of ‘‘employer’s liability.’’ 

Subsequent to the Federal Employees Compensation Act of 
1909 one state after the other adopted so-called Workmen’s Com- 
pensation Acts. In 1939, 47 states** had such laws in operation. 
Workmen’s compensation still persists in two-thirds of these states 
on a voluntary basis exclusively. Five of the states have competi- 
tive State Funds. Two other states have exclusive State Funds 
but allow self-insurance under adequate financial safeguard. In 
eleven states in addition to a State Fund the employer may insure 
his liability either with private carriers (stock or mutual at his 
choice) or he may self-insure. 

While all the laws actually in operation cover accidental injury, 
only about half of them include occupational diseases on a varying 
seale. 

A provision for medical care in the early laws was meagre. A 
few observers in the first stages of workmen’s compensation 
recognized that a wrong start had been made in placing all emphasis 
on cash compensation to the neglect of medical services. 

In an address before the fourth annual meeting of the Inter- 
national Association of Industrial Accident Boards and Commis- 
sions in 1919, Edward F. McSweeney* said : 


**Tt was recognized by the committees which studied the subject 
before the enactment of these laws in the various states that the 
larger part of their administration would be medical and not legal. 
Yet in actual practice the legal and technical aspects overshadow 
the medical, to the detriment of all concerned.”’ 


In recent years there has been a noticeable change in attitude. 
The medical benefits of workmen’s compensation are taking pre- 
cedence over the cash benefits. 

This change of attitude is exemplified in the following quotation 
from the report of the Industrial Survey Commission of New York 
(Legislative Doc. No. 87, 1928, pp. 60-61) of which, it is interest- 
ing to note, no physician was a member: 

‘*No question is of more importance in the administration of the 
compensation law than the question of proper and adequate medi- 
eal and surgical treatment of injured workmen, and the proper 
determination by medical examination of their injuries. As time 
has passed since the enactment of the law, the importance of the 
medical question has been more and more emphasized and 
recognized... . 

‘‘TIn the minds of many, the provisions requiring the employer 
to furnish all necessary medical care and treatment are among 
the most important in the law. It has been well said that the 


34 Progress of State Insurance Funds, Bulletin No. 30, 1939, U. S. Dept. of 
Labor. 
35 Bulletin No. 248, U. S. Bureau of Labor Statistics, p. 283. 
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Within recent years this tendency to expend money on restora- 
tion of health has possibly proceeded at an even more rapid rate 
than the liberalization of benefit for financial care. Ethelbert 
Stewart,** Commissioner of the United States Bureau of Labor 
Statistics, stated in April, 1931, that ‘‘Through the workmen’s com- 
pensation commissions of the United States, we pay the physicians 
and hospitals $72,000,000 annually.’’ He*’ comments further on the 
relative increase of medical and compensation payments: 


‘When we began the administration of workmen’s compensation 
laws, the relation of doctors’ bills to compensation, or to the 
amount that the injured workman got, was 5 percent. Today it is 
35 percent and in temporary cases it ranges from 50 to 75 percent 
of the amount that the injured workman gets.’’ 


In New York State for the year 1931°* medical benefits computed 
as a third of the total amounted to $17,621,851 and cash compensa- 
tion amounted to $35,243,703. This figure does not include the dis- 
bursements of self-insurers. 


The State of New York has an Insurance Fund*® which began 
operation on July 1, 1914, and is a competitive carrier. During 
1938 in New York State approximately 3 million employees were 
covered and more than 40 thousand employers paid premiums. In 
1937 it wrote workmen’s compensation premiums totaling $22,- 
388,366. If written at rating board rates, these premiums would 
have amounted to $26,844,564. This was 31 percent of all such 
premiums written in the State. For a number of years it has writ- 
ten more premiums than any other carrier or compensation insur- 
ance in the United States. The fund pays its own administrative 
expenses, and like all other carriers is assessed to cover the State 
Labor Department’s expenses in administering the Compensation 
Act. In 1937 the fund’s administrative expenses were 16.7 of 
earned premiums, but figured on the basis of rating board premium 
rates, this expense ratio was only 13.9 percent. These expenses 
include funds for extensive safety programs. Premiums are gen- 
erally 25 percent below the rates charged by private carriers. For 
special groups of risks, the advance discount is 15 percent and 
dividends are paid. Some risks, however, whose experience records 
are consistently poor do not receive a discount until evidence is 
given that honest effort has been made to reduce accidents. Policy- 
holders cannot be assessed. Compared with non-participating stock 
casualty company rates, the fund estimates that by the end of 


36 Stewart, Ethelbert: Bulletin 526, U. S. Bureau of Labor Statistics, April 
1931, pp. 31 and 74, see p. 97 for actual figures. 

37 Stewart, Ethelbert: loc. cit. 

88 Medical Relations under Workmen’s Compensation Report, Revised 1935, 
American Medical Association, p. 98. 

89 Progress of State Insurance Fund under Workmen’s Compensation, U. S. 
Department of Labor Bulletin No. 30, 1939, pp. 39 and 40. 
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1938 it had saved its New York policyholders approximately 
$49,000,000 in advance discounts and dividends. 

Experience with workmen’s compensation in this country clearly 
demonstrates why the pattern used for Workmen’s Compensation 
should be avoided in developing a compulsory health insurance 
program. 

First, many of the unsatisfactory procedures developed under 
voluntary plans for workmen’s compensation were carried over 
into the compulsory stage and remained to confuse the new adminis- 
tration and to interfere with efficient operation. 

Second, commercial exploitation turned out to be one of the 
worst features. 

‘*Workmen’s compensation insurance is written by four types of 
carriers, radically different in their efficiency to dispense the funds 
which they collect from employers of labor. The following figures 
represented in recent years (and perhaps still represent) the frac- 
tion of the total premiums retained by the insurance carrier.’’ 


MEME COMMENTER V2. oss Series Sees e's 38 .0—42 percent 
Mutualiconipanies) Mie, 2 eet 20.0 percent 
Competitive State Funds......../....... 10.6 percent 
Wiweteiwe MtAtO. PUNE. ook 6 son ented 4.0 percent’’40 


Third, adequate provisions for medical care have been generally 
slow in development, although some states have reached a high 
standard. 


Summary of Legislative Proposals for Compulsory Health Insur- 
ance in the United States 


Federal Bills —On the Federal level two bills must be mentioned. 


The Wagner Bill (S. 1620) : Introduced in Congress on February 
28, 1939, provides under Title XIII Federal grants-in-aid to the 
states which set up programs for general medical care. No speci- 
fication is made as to the type of program. The sums authorized 
under this title are to be ‘‘used for making payments to states 
which have submitted and had approved by the Social Security 
Board, State plans for extending and improving medical care.”’ 
Federal grants-in-aid under Title XIII may range from 50 to 
1624 percent. This has been interpreted to include compulsory 
health insurance schemes if chosen by the states. Furthermore, 
Title XIV calls for grants to states for temporary disability 
compensation. 


The Capper Bill (S. 658) : Introduced on January 16, 1939, deals 
specifically with compulsory sickness insurance. It proposes to set 
up a Federal insurance board for the approval of State systems of 
compulsory health insurance. All persons engaged in manual labor 
were to be included in the coverage of such insurance, and all 
persons employed at other than manual labor and receiving less 


40 Falk, I. S, Security Against Sickness, 1936, p. 30. 
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than $60 a week. Dependents of employees were to be entitled to 
medical benefits. Cash benefits to the disabled employee, due after 
a waiting period of between three and five days, were to be based 
on 50 percent of the employee’s full-time wages with a minimum of 
$15 and a maximum of $25 per week, with additional increases for 
dependents. Aggregate contributions to the fund were to be & 
percent of the total of all wages paid insured employees. Such 
contributions were to be paid in shares by the employee, the 
employer and the state. Voluntary enrollment was included in the 
provisions of this bill. A director of health insurance as well as 
an advisory council was provided for at the Federal level in addi- 
tion to the Federal Health Insurance Board. Allocation of Federal 
funds to approved state insurance plans were to be subject to the 
Federal Health Insurance Board’s approval. An appropriation of 
$200 million per year for distribution to states maintaining adequate 
systems of health insurance was provided. 


State Bills—-By 1917 compulsory health insurance bills were 
introduced and killed in 12 states. Since then many bills have 
been introduced in a considerable number of states. In recent 
years four bills have attracted wide attention: 


1. The Epstein Bill: A model state bill for health insurance, 
advocated by the American Association for Social Security. The 
drafting was done principally by Professor Herman A. Gray, of 
New York University Law School. The bill is in process of revision. 


2. The New York State Wagner Bill: By Assemblyman Robert 
F. Wagner, Jr., was first introduced in 1938 and reintroduced in 
a revised form in 1939. The 1940 version embodied drastic changes. 


3. The California Bill: Drawn up by the Governor’s Committee 
on Health Insurance, California Assembly No. 1272, as amended 
April 14, 1939. 

4. The Wisconsin Bill: Assembly Bill No. 807A, introduced by 
Arthur Biemiller first in 1937 and again in 1939 with slight 
revisions. 


The elements common to these bills are: application to the whole 
state ; coverage of economic groups within definite income brackets ; 
inclusion of family dependents in scope of service; clause for volun- 
tary membership ; right to services including physicians’ care by 
both general practitioners and specialists, hospital care, limited 
dental care and certain other services ; participation in the program 
open to all physicians; free choice of physician and financing 
primarily by contributions from both employers and employees and 
assisted by state government allocations (except Wisconsin Bill). 
There are also important differences between these bills. The 
details will be seen from the brief analysis of the various bills in 
Part IV of this chapter. (See pages 399-406.) 
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Problems of Compulsory Health Insurance with Special Reference 
to New York State 


It is well known that the needs and resources of our 48 states vary 
tremendously. There are differences in size and composition of the 
population, socio-economic conditions, health status and educational 
levels. These factors indicate the inadvisability of planning a 
uniform nation-wide medical care program without taking into 
account these important differences. While it is natural, rational 
and economical to prefer overall planning of medical care it is 
equally imperative to differentiate between individual methods of 
financing state programs. . 

Compulsory health insurance has proved to be primarily feasible 
for industrialized areas with large and stable groups of employees 
working for salaries or wages, and a densely settled population. 
The problem in the rural areas is so loaded with difficulties that 
it would be a waste of effort to consider health insurance for 
residents of such areas as long as there is no established program 
in the industrial areas. In a state in which a substantial part of 
the population consists of independent farmers and _ persons 
employed in agriculture, support of compulsory health insurance by 
contributions would be insufficient, and considerable allocations 
from taxation would be needed. 

On the basis of these facts, if compulsory health insurance is 
considered, the national approach is preferable. If only some of the 
industrial states take the lead, while all others refrain from adopt- 
ing a medical care program of any kind, a rather awkward situa- 
tion may arise. If an individual state with a substantial indus- 
trial population adopts either a compulsory health insurance scheme, 
or a tax-supported program on a larger scale than before, industry 
residing in such a state may be put in a less favorable competitive 
position than industries in other states with less financial obliga- 
tion. This might lead to the moving of industry from a state with 
a definite medical care program to a state without any program. 
Furthermore, a state with a successfully working compulsory health 
insurance plan may face a break-down of its program when busi- 
ness slumps, wages fall, and unemployment increases. Such a 
period of economie depression is precisely the time at which indus- 
try and labor are least able to contribute to an insurance scheme. 
There ought to be a reserve fund capable of meeting increased 
demands in times where there are fewer revenues. If the group 
covered by compulsory health insurance is small and unable to 
make the necessary prepayments for rainy days, and if the total 
population of a state cannot readily raise taxes sufficient to make 
up the difference, then a system standing alone in an individual 
state has to bear the brunt of the first shock—and may fall. 


State or Federal System.—Coordination of state programs, 
employing various methods, on the Federal level, might help to 
obviate these problems. The need for the adoption of such a nation- 
wide policy was emphasized by the Honorable, the Governor 
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Herbert H. Lehman in his Annual Message to the New York State 
Legislature on January 3, 1940: 


“‘The State is aiding in the difficult task of distributing medical 
care to those with modest incomes. But we must also realize that 
voluntary insurance will not solve the problems of persons with 
subnormal incomes. 

‘‘Our concern for this vast group rests not only upon humane 
but also on economic grounds. Democracy has a large stake in 
measures designed to reduce the incidence of illness and disability. 
Our State, which has accepted the broad responsibility for destitu- 
tion and dependency, cannot afford to neglect sickness. 

‘‘A year ago the people adopted a new article to the Constitu- 
tion which gives your Honorable Bodies the right to provide a 
system of health insurance as a protection against the hazards of 
sickness. As a result we now have a legislative committee study- 
ing the entire subject. And I am hopeful that a report will reach 
you in the near future. 

‘*T am very much in sympathy with the principle of health insur- 
ance to take care of the medical and hospital needs of those with 
subnormal incomes. I am looking forward to the time when such 
individuals in our State and throughout the Nation will be pro- 
tected against the hazards of illness by a Federal insurance system. 
It is my belief that it should become a part of the Federal social 
security program. As you know, the Congress at this session will 
give thought to health insurance legislation. To me it seems clear 
that a satisfactory health insurance system can only be adopted 
on a National basis.’’ 


Coverage.—There are many difficult problems involved in the 
classification of groups to be covered by compulsory health in- 
surance. 

There is no divergence of opinion that any medical care program 
confined to ‘‘wage-earner’’ and excluding his family dependents 
is contrary to American concepts. Any compulsory health insur- 
ance plan in this country should from the very beginning be a 
family program rather than a plan for the individual. 

However, two points must be clarified. First, the family mem- 
bers must be dependent on the insured wage-earner and—as a rule— 
live in the household of the insured. Second, the term ‘‘family 
dependent’’ must be qualified. Husbands, wives, and children 
(including stepchildren and adopted children) of personally 
insured people should be included if and when they are dependent 
on the insured and live in his household. Whether grandchildren, 
parents, brothers and sisters, and grandparents can be granted the 
same privilege, in the order listed, remains a question of costs and 
should be left to the discretion of such administrations as are 
financially able to extend coverage to this extent. 

The section of the population to be included in any proposed 
compulsory scheme may be determined on the basis of income, 
type of occupation, or kind of establishment in which the respec- 
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tive persons are employed. Combination of these ways of classi- 
fication seems to promise the best and most economical solution. 
I. S. Falk, in outlining the basic principles for an American 
program points out that coverage ‘‘should embrace all medical care 
and loss of wages on account of sickness bringing variable costs 
which are burdensome and cannot be budgeted on an individual or 
family basis.’’ 

But how can these economic groups be determined? Where the 
demarcation line is drawn between those for whom medical costs are 
burdensome if paid on an individual basis and those for whom 
there is not a problem, is of far-reaching importance. One school 
of thought assumes that a family income exceeding $5,000 a year 
usually gives security against the economic risks of illness. Fami- 
lies earning less than $5,000 but more than $3,000 may have their 
solvency endangered by the costs of expensive or protracted treat- 
ment but may be considered able to meet immediate and urgent 
medical needs out of their own resources. Families earning less 
than $3,000 annually may be regarded as those primarily needing 
programs which allow them to budget their expenditures for sick- 
ness, injury and maternity. 

Restriction of compulsory health insurance to low income groups 
—say up to $1,500—would endanger the efficiency of the plan and 
nullify all efforts to remunerate private physicians satisfactorily. 
The more the risks are spread over a large cross-section of the 
population, representing various occupational and economic groups, 
the more can the type, scope and amount of services be increased, 
operating expenses per eligible person decreased, and rate of con- 
tributions kept at a minimum. Legislative proposals in this coun- 
try vary widely in their choice of coverage. 


Scope of Any Proposed Compulsory Health Insurance Program. 
—If we take into account both the evolution and trend of compul- 
sory health insurance abroad and similar proposals to meet medical 
needs in this country, from the viewpoint of self-supporting people, 
the medical and allied professions, the hospitals, and the community 
three basic questions arise: 

First: Should any prospective program have a wide range and 
simultaneously provide for medical care to restore health; com- 
pensation for wage or income losses caused by disabling illness, 
injury and maternity; and preventive services for well persons 
covered ? 

Second: Should any prospective compulsory health insurance 
program be limited to some of these functions? 

Third: If such limitation is deemed necessary, what functions 
should be given preference ? 


Compulsory health insurance programs with a wide range of func- 
tions and a strong emphasis on medical care have been most suc- 
cessful in the past in foreign countries. These expenditures for 
medical services have outranged and displaced those for disability 
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compensation. All facts known about needs seem to point to the 
conclusion that, in any future American program, provision for 
medical care should have the dominant place, and provisions to 
meet the economic risks of high-cost illnesses must be particularly 
emphasized. However, disability insurance must not be barred from 
the program as a whole. In addition to provisions for medical care, 
most of the people within the lower income brackets need financial 
aid when illness lasts more than a few days. The lower the income 
prior to disability, the greater the responsibility for family depend- 
ents, and the longer the duration of disability—the more serious 
grow the financial difficulties of those dependent on their pay 
envelopes. There is a definite preventive feature in disability insur- 
ance. With compensation for wage loss not only dependency is 
prevented but people are induced to seek early treatment and to 
stop working so as to undergo a thorough cure. Without the pro- 
tection of disability compensation, patients are inclined to post- 
pone medical care and try to go on with their work, particularly in 
times of mass unemployment, until an advanced stage of illness 
forces them to discontinue work. 

The difficulty lies in finding an appropriate administrative pat- 
tern rather than in the principle itself. No objection has been 
raised to disability insurance as such. In 1938, the American Medi- 
cal Association, while rejecting ‘‘compulsory health insuranee,’’ 
endorsed compensation of loss of wages during sickness ‘‘as it has 
distinct influence towards recovery and tends to reduce permanent 
disability.’’ It took the following stand with regard to the adminis- 
trative problem involved: ‘‘It is, however, in the interest of good 
medical care that the attending physician be relieved of the duty 
of certification of illness and of recovery, which function should 
be performed by a qualified medical employee of the disbursing 
agency.”’ 

The proof of disability, namely certification of inability to work 
by reason of illness or injury, has been one of the most troublesome 
problems for foreign schemes. The only expert competent to certify 
is the physician. However, many physicians in private practice 
fear this job involves too many conflicts. There is furthermore 
the human desire to ‘‘get something back,’’ in return for payments 
made, which may lead to abuse of the provisions for cash benefits. 
There is no doubt that some abuse from both physicians and patients 
has existed abroad. 

On the basis of this experience two problems are to be solved if 
and when provisions for disability are introduced in one way or 
another into a proposed plan: First, should certification be carried 
out by all private physicians participating in the program, by a 
selected number of those participating, or by full-time medical 
officers in the employ of the administration. Second, how can 
administration of cash benefits be separated from administration of 
medical care without duplication, red-tape and much overhead. 


Scope and Amount of Medical Care——In determining scope and 
amount of medical care under proposed compulsory health insur- 
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ance plans the alternatives are an all-inclusive versus a limited 
program, and unrestricted access to all available medical services 
versus approval of specified services. The choice depends on the 
financial implications to the participants namely, employer, 
employee and the State. Irrespective of any financial considerations 
one point must be emphasized: A program without provision for 
such services as are especially costly would miss its main function. 
In other words, it is services by specialists as well as hospitaliza- 
tion which must be an integral part of a program, in addition to 
general practitioners’ services, clinical laboratory and roentgeno- 
logical services. ‘‘Necessary’’ drugs and certain medical and sur- 
gical appliances should be provided subject to certain restrictions, 
and dental care, strictly defined as to type and extent, also should 
be included. Ultimately the problem revolves around the costs of 
such a program to all concerned. It may be necessary to dis- 
tinguish between ‘‘statutory’’ services, which are included under 
all circumstances, because of their fundamental importance, and 
‘‘additional’’ services, which can be included, step by step, if the 
financial condition of the program permits. It is also essential to 
determine the period for which the various services are granted. 
Whether any special requirements are to be met before medical care 
of one kind or another is available under a program must be clari- 
fied. There are numerous details which must be worked out care- 
fully. A special consideration of all aspects involved should precede 
the definite adoption of rules regarding the scope and amount of 
medical care to be provided. 


Organization of Physicians’ Services.—If under any compulsory 
health insurance proposal, people are required to budget for their 
sickness costs then there is a need for assuring that care will be 
given by competent men. The great variety of professions engaged 
in the art of healing makes it hard to find a proper and just work- 
ing definition of competency. The situation is difficult because of 
the variety of groups concerned. It is intricate because legally 
acknowledged healing art professions may base their claim for 
participation in a proposed program on their legal status. This 
problem should be settled in principle by legislative fiat and not by 
administrative regulation. Professional services for diagnosis and 
treatment under a proposed program should be given only by 
licensed physicians and dentists. Non-physicians should not be 
permitted independent insurance practice with the exception of 


optometrists for specified services. All other groups, if licensed, ~ 


should be admitted to the furnishing of services either on the pre- 
scription of a licensed physician, or in cases of emergency. Cultists 
should be excluded. 

The issue is not only distribution of medical care—it is distribu- 
tion of good medical care by emphasizing the central réle of the 
private practitioner of medicine. A series of questions are raised 
with practical implications. Should participation in the prospective 
compulsory health insurance plan be open to all licensed phy- 
sicians willing to accept the terms of a contract between the medi- 
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eal profession and the administration of the plan? Should partici- 
pation be restricted to a definite number of physicians selected by 
their own organization? Should freedom to offer services be inter- 
preted as only referring to physicians conducting individual prac- 
tice or as also including physicians engaged in group practice? 
To what extent, if any, should a system of full-time salaried 
physicians be developed ? 

If private practice of medicine and free choice of the physician 
is the basis of the program then no form of practicing medicine can 
be discriminated against. Much depends on the quality of care 
given by the participating physicians, both individual and groups, 
and ultimately the costs of various systems will have to be weighed 
against accomplishments. 


Remuneration of Physicians —Adequate compensation of profes- 
sional services is paramount. Low pay cannot buy good service. 
The decision on the method of physicians’ remuneration may go in 
one of three ways or use a combination of two or more of these. 
Under the fee-for-service system the individual physician is paid 
for each item of service rendered. Under the per capita system a 
flat rate per year, or parts of a year, is paid to the physician in 
accordance with the number of people eligible for his service and 
regardless of the frequency of visitation. Under the ‘‘case system”’ 
a fixed fee is paid to the physician on the basis of the number of 
persons attended, irrespective of the number of services rendered. 

These three methods are mostly used in combination and have 
been tried out in many countries. The salary system has been 
seldom used to pay insurance practitioners. It has been used 
primarily for medical officers employed in the administration of 
the program. Often full-time salaried physicians on the staff of 
voluntary or public hospitals were responsible for furnishing medi- 
eal or surgical services during a stay at a hospital, and payment for 
such services was made by the insurance administration. 

Under any proposed health insurance plan the methods for 
remunerating the physicians—and allied professions should be 
outlined without specifying the details. The administration of the 
plan should be authorized to select the appropriate method, scale 
and procedure of remuneration in close collaboration with the repre- 
sentatives of the medical profession. It may be considered neces- 
sary first to try out different methods in different districts. It may 
be decided to use different methods in the same district. The 
administration may prefer to refrain completely from any recom- 
mendation, leaving it for the medical organization of the respective 
area to decide the manner of distributing a lump sum, representing 
a fixed proportion of the total budget, among all participating 
physicians. There should be statutory provision that the consent 
of a majority of the physicians, willing to participate, is necessary 
for the adoption of a certain method and that the administration 
settles the question if no majority vote is obtained. 

Supervision of both services and cash benefits, provided under 
any system, is necessary because both economy and quality are 
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necessary. The physician in private practice is sometimes restricted 
to minimum services for an individual patient’ who often cannot 
afford treatments or expensive procedures which seem indicated 
under modern scientific medicine. Under programs, sponsored by 
voluntary organizations or public agencies, both the quality of the 
medical care provided and economy in its distribution are matters 
of concern to all participants in the program. 

The people covered by a medical care program, the participat- 
ing physicians and hospitals, and the administrative bodies—all 
want the individual patient to receive the best possible care. As 
the budget may be limited excessive demands on the part of the 
patients and a tendency toward wasteful experimentation on the 
part of the physicians or hospitals must be avoided. This neces- 
sity is stronger if patients have completely free choice of physi- 
cians and hospitals, and physicians complete freedom of treatment 
and prescription. Among the patients who are insured some may 
be inclined to want all possible kinds of treatment irrespective of 
the costs. The doctor must be protected against unnecessary 
demands. Furthermore doctors who are not familiar with the 
special requirements of insurance practice under any proposed 
program need expert advice and aid as to how to render services 
of satisfactory quality at reasonable costs. Finally, the honest 
and eareful doctor should be defended against colleagues who by 
over-treatment, over-medication, over-certification damage the 
interest of all physicians engaged in such a program. 

The balance between medical demands and resources may be 
attained in several ways. There is first the appeal to the conscien- 
tiousness of the physician to furnish satisfactory services with due 
consideration to economy. There is second, the exchange and dis- 
tribution of experience gathered in developing satisfactory services 
at low costs. There is third, the checking of activities of insur- 
ance practitioners under any proposed program in order to clear 
up conspicuous divergencies and to eliminate wasteful operation. 

In any proposed compulsory health insurance program consider- 
ation should be given to the following principles: First, treatment 
and prescription must be both adequate and economical; second, 
standards must be formulated in cooperation between the medical 
profession and the administration with regard to what constitutes 
adequate and economical medical treatment and prescription; 
third, a checking system should be established for securing adequate 
and economical treatment, adequate and economical prescription, 
proper certification. 

Who should do the supervisory work? It is a deep-rooted opinion 
that laybodies might take over this task, including the administra- 
tion of medical care. Lay control of medical care is so much inferior 
to professional supervision that from the viewpoint of efficiency, 
not to mention all the other arguments, there is only one answer 
to the question. The activities of physicians participating in health 
insurance practice under any proposed program should be super- 
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vised by medical supervisors. These medical supervisors should not 
depend for livelihood on either the organized or competitive prac- 
tice of medicine. They should be full-time salaried officers. Medi- 
cal supervisors should be licensed physicians, taken from the ranks 
of the practising doctors, and have at least five years’ experience in 
active practice. They should be appointed with the advice and 
consent of the local medical organization. 


Estimate of Potential Costs and Income under Various Pro- 
posals—Many factors of utmost importance yet unknown quantity 
enter into any consideration of the probable costs of any proposed 
compulsory health insurance plan. 


First the factor of need: The amount of medical care hitherto 
received by various income groups is no sufficient basis for estimat- 
ing costs of proposed programs. The volume of medical care 
received is not ordinarily commensurate with the amount of need 
regardless of how we may define need. The extent of service given, 
while showing the quantitative side, does not disclose the quality 
of care received. 

In determining the need for medical care in a given area many 
elements need to be considered. The main factors involved are: 


. Density, sex and age distribution of the population ; 
. Prevailing occupation ; 
. Economic conditions in general; 
. Educational level including habits and customs ; 
. Type, frequency, and severity of illness, injury, defects ; 
. Status of public health and welfare activities ; 
. Status of voluntary health and welfare activities ; 
. Financial resources of the area with regard to ability to sup- 
ply institutional facilities and services by professional personnel ; 
9. Financial resources of the people in various income groups, 
with regard to ability to purchase medical care; 
10. Transportation facilities. 


OnNow»rwhdre 


Second, the factor of demand: Need is not identical with the 
demand for medical care. There may be a definite need, yet little 
demand because of lack of understanding. There may be a strong 
demand previously not observed, because people are eager to avail 
themselves of services hitherto not accessible at favorable terms. 
Variations in demand—just as variations in need—naturally pro- 
duce quite different utilization of facilities and a considerable range 
in costs. Whether increasing demand because of increased avail- 
ability of professional services necessarily spells abuse is open to 
wide interpretation. One may well argue that treatment of early 
cases, minor ailments and borderline conditions is indispensable to 
any proposed program which has for its objective prevention of 
complications and chronic stages of illness. 

If any proposed compulsory health insurance program is designed 
to provide good medical care then the demand may increase, at 
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least during the first years of operation, when many a patient 
may seek advice, examination or treatment previously deferred. 


Third, the factor of the scope of program: It is obvious that a 
program conducted on a limited scale with respect to professional 
services involves lower costs than an all-inclusive program oper- 
ated without any restrictions. 

Fourth, the factor of organization: The methods adopted for dis- 
tributing medical services and organizing disability insurance under 
any proposed program may have profound effects on the ultimate 
costs of medical care as well as the extent of cash benefits. 

There is a wealth of material available on the costs of medical care 
under a wide range of programs. This material should be con- 
sidered against the background of foreign experience. However, 
without knowledge of the general policy and detailed procedure 
likely to be adopted in any proposed program, it is extremely 
difficult to arrive at a fair estimate of probable costs of any such 
plan. Compulsory health insurance might help selected groups of 
the population to pay for certain services. It is doubtful that it 
would not finance even a fraction of the institutional facilities 
or many of the special services necessary for the population as a 
whole or for the control of certain groups of diseases. 

Data most relevant to any proposed compulsory health insurance 
plan might be taken from the experience of industrial corporations 
and voluntary prepayment plans, both group hospital and general 
plans. The studies conducted by the Committee on the Costs of 
Medical Care, the United States Public Health Service, the Ameri- 
can Medical Association, and the Metropolitan Life Insurance Com- 
pany—to name only a few—show the potential range of average 
costs, 

According to the Commission on Economic Security and the Inter- 
departmental Committee to Coordinate Health and Welfare Activi- 
ties ‘“. . . a comprehensive system of health insurance nationally 
developed would call for total funds equal to four and a half 
percent of income of the covered population’’ and ‘‘. . . temporary 
disability compensation . . . would involve a cost of approximately 
one percent of wages.’’ These figures seem to conform roughly 
with the experience abroad. 

The first figure, for health insurance, is based on numerous studies 
of actual family expenditures for medical care. It was found that 
in general the average pr oportion of family expenditures spent for 
medical care is ‘surprisingly constant whatever the income or type 
of community.’’ 

The second figure, for disability compensation, is based on the 
assumption ‘‘that the proposed insurance system is to cover all 
wage-earners and salaried workers with a seven day waiting period, 
26 week benefit period, a qualification provision having the same 
degree of strictness as the eligibility requirements of the British 
system and a benefit formula essentially the same as used in unem- 
ployment compensation.’’ 
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If we apply these estimates to proposals for New York State 
the cost and potential coverage is revealed in the following: 

The income necessary to meet these expenses, on the basis of 
the Assembly Bill, Introductory Number 2726, introduced in 1939 
by Robert F. Wagner, Jr., in the New York State Assembly, would 
total $162,760,668. The employee would contribute over 59 mil- 
lion, the employer over 70 million, and the State 3214 million, as 
shown in the following table. 


Tasie 108 


EXPECTED INCOME OF A STATE HEALTH INSURANCE FUND 


Based on 1937 Wage Income Distribution Data Prepared by the Federal Social 
Security Board and Calculated by Applying the Premium Rates Proposed in the 
1939 New York State Wagner Health Insurance Bill. (For full text see Appendix 
O, pages 483-492. 


Total * State Employer Employee 


$162 ,760,668 05 | $32,552,133 61 | $70,415,351 99 | $59,793,182 45 
51,402,953 90 | 10,280,590 78 | 30,841,772 34 10,280,590 78 
820,022 45 164,004 49 164,004 4 


, , ,013 47 ; 9 

1,831,638 10 366 ,327 62 1,098,982 86 366,327 62 

2,678,099 25 535,619 85 1,606,859 55 535,619 85 

3,615,721 05 723,144 21 2,169,432 63 723,144 21 

4,504,039 30 900,807 86 2,702,423 58 900,807 86 

5,577,252 55 1,115,450 51 3,346,351 53 1,115,450 51 

6,696,842 90 1,339,368 58 4,018,105 74 1,339,368 58 

8,183,024 45 1,636,604 89 4,909,814 67 1,636,604 89 

8,476,724 50 1,695,344 90 5,086 ,034 70 1,695,344 90 

9,019,589 35 1,803,917 87 5,411,753 61 1,803,917 87 

$1,000-$1,999........] 86,510,184 10 | 17,302,036 82 | 34,604,073 64 34,604,073 64 
$1,000-$1,499...... 46,904,373 50 9,380,874 70 | 18,761,749 40 18,761,749 40 
1,500— 1,999...... 39,605,810 60 7,921,162 12 15,842,324 24 15,842,324 24 
$2,000-$2,499........ 24,847,530 05 4,969,506 01 4,969,506 01 14,908,518 03 


* According to the 1939 Wagner Bill, manual workers, all wage groups, are covered; non-manual 
workers with annual incomes of more than $2,500 per year are not covered. Therefore, the esti- 
mates given above are probably somewhat lower than might be actually expected since a great 
many manual workers in industry have incomes of over $2,500 a year and have not been included. 
The Social Security Wage income data available did not present a break-down of manual and 
non-manual wage income groups and therefore the 8 percent of the wage earners in the income 
groups of $2,500 and over were not included. 


Under proposed Federal legislation the State would be reim- 
bursed up to 50 percent of its expenditures (Wagner Bill) or 25 
percent (Capper Bill) through Federal grants-in-aid. 

Most of the proposed plans provide for contributions to the 
Insurance Fund by both employees and employers and additional 
allocations from the State. On the basis of the (1939) New York 
State Wagner Bill the distribution of financing would be as 
follows: (Schedule was revised in 1940 Wagner Bill) 


Weekly income 


groups Employee Employer State Total 
SPO ANE) LESR vers cecnesdn caveucdeae 1% 3% 1% 5% 
$20 and less than $40..... 2% 2% 1% 5% 


S40 and: Over: iss sot 3% 1% 1% 5% 
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The basic question involved is whether both employees and 
industry are able to contribute their share and whether the increase 
in the fiscal budget requires special measures. 

The development of a proper technique for collecting the con- 
tributions is essential. The prompt and accurate payment of con- 
tributions can be secured in the best and simplest way if the 
contributions are collected at the source and under the responsibility 
of the employer. The technique of raising the money by payroll 
deduction has proved its value in numerous group payment plans. 
It can be presupposed that the great majority of the employers will 
cooperate willingly in the interest of their employees. Provisions 
against violations of the law, however, are unavoidable although 
there is every reason to believe that their application would rarely 
be necessary. The stamp system is preferred by some to a system 
requiring the transfer of money. — 

With the development of administrative machinery for operation 
of the unemployment and old-age insurance provisions of the Social 
Security Act, valuable data are becoming available upon which 
to base estimates of the number and income of employees in the 
various wage classes. The following figures for the year 1937 were 
prepared by the Bureau of Old Age Insurance of the Social Security 
Board: 


Employment and Payrolls * 


Average Earnings of Employees in New York State in 1987.— 
Approximately 4,000,000 individual workers, an average of 
3,094,587 workers in the highest pay period in each month of the 
year with total earnings of $3,820,002,000, were reported by 
employers subject to the New York State Unemployment Insurance 
Law during 1937. According to these records, the average per 
capita wage in this group of insured workers for the year was $955. 
This omits any consideration of wages earned by these persons 
outside of employment covered by the law. As compared with these 
figures, reports of the Bureau of Old Age Insurance of the Social 
Security Board show a total of 4,055,650 employees with total 
earnings of $4,225,043,000 reported to the Federal authorities by 
New York State employers. 

The per capita annual income of $1,042 for those covered by old- 
age insurance compares with the $955 indicated by the State’s 
unemployment insurance records. This discrepancy of nearly $100 
in annual earnings is explained largely by difference in the cover- 
age of the State and Federal laws and by the shifting of employees 
from insured to uninsured employment. 


41 Placement and Unemployment Insurance Activities, Vol. 1, No. 4, April, 1939, p. 17. 
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DISTRIBUTION OF NUMBER OF COVERED WORKERS AND AMOUNT 
OF EARNINGS IN NEW YORK STATE AND THE UNITED STATES, 
BY WAGE CLASS, 1937 


(Old Age Insurance Provisions of Social Security Act) 


EMPLOYEES Waaes > 
WAGE CLASS Percent | Cumu- Percent | Cumu- 
Number of lative Amount of lative 
total | percent total | percent 


New York State 


aE QUEL cicero cere eet 4,055,650 uA 0 ae sce $4,225 043,098 L00°0;1... 80. 
Under S100 wb icenie tues 393,719 9.7 9.7 16,400,449 0.4 0.4 
$100-$1907 ev eA... 248,569 g. 1 15.8 36 ,632 ,762 0.9 1.3 
$200-$290 0. cea cee 215,657 3 21.1 53,561,985 1.3 2.6 
SB00-S800 6 ee ie 207 , 363 5.1 26.2 72,314,421 Sr 4.3 
$400-$499..........00.. 200 ,629 4.9 31.1 90,080,786 2:1 6.4 
$500-$590%5.. EIR 203 ,422 5.0 36.1 111,545,051 2.6 9.0 
$600-$699..........2... 206 , 565 6.1 41.2 133,936,858 3.2 1242 
B700-8700. . ats kee ates 218,176 5.4 46.6 163 ,660,489 3.9 16.1 
$800-$899..........0... 199 ,744 4.9 61.5 169 , 534,490 4.0 20.1 
$900-$999.............. 190,261 4.7 . 56.2 180,391,787 4.3 24.4 
$1,000—-$1,499........... 762,405 18.8 75.0 938 , 087 ,470 22.2 46.6 
$1,500-$1,999.......5..- 460 , 702 11.4 86.4 792,116,212 18.7 65.3 
$2,000—-$2,499........... 224 ,028 5.5 91.9 496,950,601 11.8 77.1 
$2, '500-$2, DAE ens Bier 121,834 3.0 94.9 332,261,015 7.9 85.0 
$3, ‘000 and WAL Mise acnis <3 202,576 5.0 100.0 637 , 568, 702 16:4 100.0 

Unitrep STATES 

Lotal.i25. as ate ss 30,157 ,694 100.03)" disses $26 , 825,366,241 1000} xf. Pe. 
Unded $1000 s.8. Tk. 4,412,090 14.6 14.6 170,762,319 0.6 0.6 
SIOO=F19O 5550 os, sieve eis ee 2,248,961 7.5 22.1 330,018,345 1.2 Lae 
$200-$209 2 as 1,801,661 6.0 28.1 446,532,206 i ay 3.5 
$300-$399......6.. ees 1, , 580 5.5 33.6 572,185,442 251 5.6 
$400-$499.............. 1,545, 237 ti | 38.7 693,815,050 2.6 8.2 
S5OD-S509 o's oss + 5.5 alvee 1,521,163 Baru 43.8 834,116,761 Fa 11.3 
$600-$699............05 1,539,184 64 48.9 997 ,467 ,708 3.7 15.0 
S200 28799 iin capo ciepscbe 1,538 ,485 5.1 54.0 1,152,841,818 4.3 19.3 
$800-$899............. | 1,393,962 4.6 58.6 1,182,686 ,486 4.4 23.7 
$900-$999.............. 1,335,994 4.4 63.0 1,265,962,141 4.7 28.4 
$1,000-$1,499........... 5,272,263 17.5 80.5 6, 846,142,544 24.2 52.6 
$1,500-$1,999.......... 3,087,185 10.2 90.7 5,306 ,682,731 19.8 72.4 
$2,000-$2,499........... 1,334,475 4.4 95.1 2,958,638, 213 11.0 83.4 
$2,500-$2,999........... 604 , 894 2.0 97.1 1,647,115,903 6.2 89.6 
$3,000 and over......... 879 ,560 2.9 100.0 2,780,398 ,574 10.4 100.0 


¢ Based on Federal Old Age Insurance data corrected to March 1, 1939 — See Social Security 
Board Bulletin, Vol. 2, No. 3, March, 1939. 
» Does not include that portion of any salary which exceeded $3,000. 


Necessity for Coordination of Any Proposals for Compulsory 
Health Insurance with Existing Voluntary and Public Health 
and Welfare Activities 


The historic development in this country has resulted in a large 
and diverse system of voluntary and public health and welfare 
activities. Public responsibility, originally centered on control 
of environmental sanitation and certain communicable diseases, has 
recently been increasingly assumed for medical care in the broadest 
sense. There has been a substantial increase in the use of taxation 
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for the purpose of supporting public medical care and a rapid 
growth in the use of voluntary insurance particularly in the field 
of hospital care. In fact compulsory health insurance if adopted 
would not come in a vacuum. 

It is imperative to utilize to the fullest extent existing facilities 
and services when adequate, and equally imperative to establish 
close relations between privately supported, tax-supported and 
insurance programs, both preventive and curative. The precise 
definition of functions to be fulfilled by any proposed health insur- 
ance plan is of paramount importance. Without exact demarca- 
tion of functions and scope it would be impossible to determine 
the proper place and potentialities of the various programs already 
in existence, and the genuine role of the proposed compulsory or 
voluntary health insurance plan. 

There is a natural partnership between voluntary and public 
activities in the fields of health and welfare. Yet a bewildering 
variety of agencies, voluntary and public, are now conflicting with 
each other with respect to eligibility requirements, services, organ- 
ization and administration. 

If compulsory health insurance is to be superimposed upon an 
uncoordinated system of existing health and welfare activities, then 
indeed, overlapping of functions, duplication of services and friction 
in administration would be perpetuated and extended. ‘This 
dilemma is not inherent in any proposal for compulsory health 
insurance and can be avoided. Proposed legislation in this field 
should be premised upon the coordination of all community health 
programs. 

On the face of it, the remedy seems simple. Unification of all 
agencies and allocation of all activities along definite lines, would 
serve expediency and economy better than isolation of agencies, 
each operating its own complete program without regard to activities 
conducted by others in the same field. In practice, even such a 
reasonable objective is difficult to achieve. Long established expe- 
rience has demonstrated over and over again that proposals for 
cooperation between existing agencies and coordination are degraded 
to the status of mere slogans, unless there is over-all planning. 
This truth is no less valid because it is old. 

The British experience should be a warning. In testifying before 
the British Royal Commission on Health Insurance the Society of 
the Medical Officers of Health pointed out that their service, 
‘‘primarily concerned in the preservation of health generally, has 
from the beginning recognized the impossibility of adequately dis- 
charging its function in disassociation from measures for the restora- 
tion of health to individuals. 

‘Tt has become evident that the present system of National Health 
Insurance suffers great limitations in its possibility for promoting 
health, and that profound changes are required if the improvement 
in the health of the people is to continue to be aided and not impeded 
by it. 
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‘‘The scheme . . . is, to a great extent, isolated from the 
other schemes of the State in operation and doing essentially similar 
work. 

Lack of balance, continuity, and consistency of medical care has 
been a real problem for many foreign countries. If these develop- 
ments had been foreseen at the beginning they might have been 
avoided. Instead, the proper moment for designing a broad pro- 
gram, namely, at the beginning, was missed and only partial com- 
promises could be made. 

Thomas Parran, Surgeon General of the United States Public 
Health Service, has pointed to this problem by saying: 

‘‘We cannot continue to think in terms of the separateness of 
public, private and voluntary efforts or of the separateness of 
preventive and curative efforts.’’ 


Any legislation, designed to make possible for all persons an equal 
opportunity for health and medical care of high quality, should 
require working agreements between all health and welfare agencies 
to insure success. 
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Part IV. ADDENDA. 


Enabling Legislation in Various States Dealing with Voluntary 
Non-profit Prepayment Plans for Medical Care 


The increasing demand for some method to allow for the budget- 
ing of the costs of medical care has not been confined to the State 
of New York. Various State medical societies, legislators and 
organized groups have been active in promoting such plans. 

As a result of such promotion, enabling acts for medical care 
corporations on a non-profit basis was passed during the 1939 legis- 
lative session in the states of Michigan, Connecticut, Pennsylvania 
and New York. 

Similar bills were introduced in at least 11 other states. A listing 
of such states included Arkansas, California, Illinois, Missouri, Ohio, 
Utah, Washington and Wisconsin. 

The following is a brief review of the important sections of the 
bills passed in several of the states, in order to compare certain 
administrative and supervisory characteristics with those included 
in Article [X-C of the New York State Insurance Law. 


Pennsylvania.—In the 1939 Pennsylvania Legislature, there were 
passed General Assembly Acts No. 398 and No. 399, specifically 
designed for the purpose of bringing a more satisfactory distribu- 
tion of medical care to persons of low income. Section 2 of General 
Assembly Act No. 399 states the necessity of adequate medical care 
for the residents of the state as follows: 

“*Section 2. Declaration of Necessity.—It is hereby declared that 
adequate medical services are essential for the maintenance of the 
physical and mental health of the residents of the Commonwealth, 
and that it is necessary that provision be made for adequate medical 
services to persons of low income who are unable to provide such 
services for themselves or their dependents without depriving 
themselves or their dependents of such necessaries of life as food, 
clothing and shelter, while maintaining the standing and promoting 
the progress of the science and art of medicine in this State.”’ 


Section 9 of the same act makes mandatory that the activities of 
the non-profit medical service corporations shall be confined to the 
low income groups, and places with such medical service corpora- 
tion the responsibility of judging what individuals are eligible to 
become subscribers : 

‘*Section 9. Determination of Income Status; Rights of Persons 
of Low Income.—(a) The following shall be a person or persons 
of low income eligible for the benefits of and under this act: 

‘*(1) In the case of persons without dependents: Any person 
in receipt of an income, for the preceding twenty-five weeks, averag- 
ing not more than thirty dollars weekly. 

‘*(2) In the case of persons with one dependent: Any person in 
receipt of an income that, together with the income of the dependent, 
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averaged, during the preceding twenty-five weeks, not more than 
forty-five dollars weekly. 

‘‘(3) In the case of persons with more than one dependent: 
Any person in receipt of an income that, together with the incomes 
of all his income earning dependents, averaged, during the preced- 
ing twenty-five weeks, not more than sixty dollars weekly .. . 


“Section 9. (b) The non-profit medical service corporation shall 
determine whether an applicant for subscription is in receipt of a 
low income within the meaning of this act and after the application 
has been approved, the subscriber shall be deemed to be of low 
income until it has been redetermined by the corporation which 
redetermination may be made at any time. 

‘‘(e) The non-profit medical service corporation, in determining 
the income status of any person, may, through its officers and agents, 
examine under oath any applicant claiming a low income status 
and any other person consenting thereto who is believed to have 
material knowledge concerning the status of the applicant. Its 
determination shall be final.’’ 


Section 11 of the same act provides that relief officers may enroll 
as subseribers to such plans those individuals who are unable to 
provide medical care for themselves and for whom the provision of 
medical care is a responsibility of the relief officer. 


“Section 11. Relief Officers May Subscribe for Service.—KEvery 
department, commission, officer and other agency of the State, or of 
any political subdivision thereof, who is charged by law with the 
duty of providing medical services, with the meaning of this act, 
for persons unable to provide it at their own expense or to procure 
it through persons to whose support and assistance they are by law 
entitled, is hereby empowered, in the exercise of his authority, to 
provide such service if, in his judgment, it is in the public interest 
so to do, through a subscription or subscriptions, paid for from any 
lawfully available public funds, with any non-profit medical service 
corporation on behalf of any person or persons entitled to such 
relief.’’ — 


The Pennsylvania bill is also unique—in that it makes provision 
for state supervision of the quality of medical care which is to be 
rendered by the medical service corporations operating under this 
new legislation. This responsibility is placed with the Department 
of Health. Section 15 of Act No. 899 gives the Department of 
Health very broad powers to inquire into the medical activities of 
such corporations, and to determine whether or not adequate medical 
services are being provided for subscribers in accordance with the 
best medical practice in the community. In the event the Secretary 
of Health shall find that this is not being done, he may notify 
the corporation of his findings and order the corporation in specific 
terms to extend or improve the medical services rendered by the 
corporation. It is further provided that such corporation -shall 
file with the Department of Health a medical service report. 
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The Departments of Health and Insurance have not only responsi- 
bility for approving or disapproving the articles of incorporation, 
but they are charged with the general supervision of the activities 
of such medical care corporations. Such corporations under the 
Pennsylvania law may only provide medical service to subscribers 
through doctors of medicine. 

Section 8-b of Act No. 399 provides for the free choice of a physi- 
cian by the patient and the medical service corporation shall impose 
no restrictions as to the methods of diagnosis or treatment, or inter- 
fere with the relationship which exists in a community between the 
physician and the patient. 

In order to eliminate the possibility of cash benefits the following 
language is used : 

‘*Section 9-e.—No contract by or on behalf of any non-profit medi- 
eal service corporation shall provide for the payment of any cash 
or other material benefit by that corporation to a subscriber on 
account of illness or injury, nor be in any way related to the pay- 
ment of such benefit by any other agency.”’ 


There are the following differences between the New York State 
and the Pennsylvania state bills enabling the incorporation of non- 
profit medical plans: 

1. The Pennsylvania bill definitely states that only people of 
limited income may participate. The New York State law men- 
tions no limitation of income. 

2. The Pennsylvania law provides for preliminary approval and 
continued supervision of such plans by the Department of Health 
to insure the distribution of high quality of medical care. The New 
York State bill provides for preliminary review of the plan for ap- 
proval or disapproval by the Department of Social Welfare, but 
allows for no supervision of the activities of such plans as to the 
quality of medical care distributed. Such supervision in New York 
State is theoretically (but not stated) left with the County Medical 
Society. 

3. The Pennsylvania law provides that relief officers can subscribe 
to such plans for coverage of the totally or medically indigent 
people under their care, or for whom they are responsible. In New 
York State, relief officers may subscribe under general authority 
given them by the Public Welfare Law. 


Michigan.—The Legislature of Michigan at its 1939 session passed 
a bill, now Act No. 108 of the Michigan Laws of 1939. The Michigan 
State Medical Society had promoted the passage of such legislation. 
The Michigan Act provides for the establishment and maintaining, 
and operating of a voluntary non-profit medical care plan as follows: 


‘“Section 2.—The purpose of establishing, maintaining and oper- 
ating a voluntary non-profit medical care plan, whereby medical 
care is provided at the expense of such a corporation to such persons 
or groups of persons as shall become subscribers to such plan, under 
contracts which will entitle each subscriber to definite medical and 
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surgical care, appliances and supplies, by licensed and registered 
doctors of medicine in their offices, in hospitals, and in the home . 
9? 


The Michigan plans are subject to the regulation and supervision 
of the Commissioner of Insurance. It is provided that he will pass 
upon all plans, subscriber contracts, prospectuses and proposed 
advertising to be used in the solicitation of the contracts of sub- 
seribers. The Commissioner of Insurance shall have broad powers 
of examination, including hearing under oath those interested 
or connected with the proposed corporation. 

Section 10 of the Michigan Act codifies the free choice of doctor 
principle in the private physician-patient relationship as follows: 


‘‘Section 10.—Each doctor of medicine, licensed and registered 
under Act No. 237 of the Public Acts of 1899, as amended, practic- 
ing legally in this State shall have the right to register with the 
corporation for general or special medical care, as the case may be. 
A non-profit medical care corporation shall impose no restrictions 
on the doctors of medicine who treat its subscribers as to methods 
of diagnosis or treatment. The private physician-patient relation- 
ship shall be maintained and the subscriber shall at all times have 
free choice of doctor of medicine. Any employee, agent, officer or 
member of the board of directors of any such corporation who shall 
influence or attempt to influence any person in the choosing and 
selecting of his own physician, shall be guilty of a misdemeanor, 
and upon conviction thereof shall be punished as provided by the 
laws of this State.’’ 


Similar to the Pennsylvania law, it is provided that governmental 
agencies may enroll as subscribers—needy persons under their 
jurisdiction. 

Note.—The Michigan law does not state that subscribers to such plans be 
confined to the low income groups. However, the state-wide plan, which is 
being established by the Michigan State Medical Society, limits enrollment 
to individuals with annual incomes not in excess of $2,500 per year for sub- 


scribers with dependents and $2,000 per year to those individuals having no 
dependents. 


In general, the plan sponsored by the Michigan State Medical 
Society is quite similar in cost and scope of benefits to those plans 
at present approved for New York State and previously described. 
In outlining the proposed Michigan plan, the Journal of the Michi- 
gan State Medical Society for 1939 commented as follows: 


‘‘The success of the Michigan Medical Service will preclude the 
entrance of government or lay groups into the practice of medicine, 
and will insure the objective toward which the Michigan State 
Medical Society has been striving—the provision of good medical 
service for all of our people.’’ 


Vermont.—Vermont State Legislature Act No. 175, passed in 
1939, provides for the establishment of a non-profit medical service 
corporation to provide on a prepayment basis medical and dental 
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services. The approval and supervision of such corporations is 
assigned to the Commissioner of Banking and Insurance. This law 
provides for the free choice of physician. 

It is interesting that the Vermont law allows for the formation 
of such groups by dentists, osteopaths, chiropractors and chiropo- 
dists as follows: 


‘*Section 12.—Three or more persons duly licensed under the laws 
of this State to practice dentistry, osteopathy, chiropractic or 
chiropody may incorporate for the purpose of establishing a dental, 
osteopathic, chiropractic, or chiropodial service corporation, respec- 
tively, to furnish dental, osteopathic, chiropractic or chiropodial 
services, respectively, in the manner and subject to the restrictions 
specified in this Act with respect to such corporation consistent with 
the provisions of this Act with reference to a medical service cor- 
poration organized hereunder.’ 


A comparison of the Vermont law with the New York State law 
reveals that: 

The New York State Law makes no provision for the incorpora- 
tion of groups of dentists, osteopaths, chiropodists and chiropractors, 
In the New York State law it is assumed that osteopaths are in- 
eluded, since they are classified as duly licensed physicians. 


Connecticut.—The Connecticut Legislature in the 1939 session 
passed House Bill No. 857 to allow for the formation of non-profit 
medical service corporations. Under Section 2 of this bill medical 
services are not to be construed to include hospital services. The 
Insurance Commissioner must determine that the medical service 
corporation is in the public interest as in other states. The Insur- 
ance Commissioner passes upon the territory in which the corpora- 
tion will operate, the services to be rendered and the rates to be 
charged therefor. The Insurance Commissioner may refuse to 
grant a permit for the establishment of such a medical service 
corporation if he shall find that the rates are excessive, inadequate 
or discriminatory. The Insurance Commissioner has broad powers 
of visitation and supervision over the activities of such a corpora- 
tion. 


Summary.—Except for the differences noted above the laws 
passed by these states enabling the incorporation of non-profit 
medical service plans have great similarity. However, it is only 
in the New York State statute that the words ‘‘Medical Expense 
Indemnity’’ are used. The statutes in the other states simply refer 
to the furnishing of medical service to subscribers under contracts, 
entitling the subscriber to such service and at the corporation’s 
expense. It is extremely significant that but one state, Penn- 
sylvania, provides for supervision by the Department of Health to 
determine the quality of medical care which subscribers are 
receiving. 

Despite the lack of enabling legislation, a number of similar plans 
have been established in other states. The California Medical 
Society has in operation a non-profit medical service corporation, 
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designated as the California Physicians’ Service. Approximately 
five thousand of some seven thousand physicians engaged in active 
practice in California are professional members of this corpora- 
tion. The physicians are reimbursed on a unit of service basis, 
which is determined by dividing the pool funds by the number of 
units of service. Thus—there is a periodic pro rata distribution 
of available funds. 

Plans, such as the White Cross, have been established at Boston, 
Massachusetts, without specific enabling legislation: it consists of 
two parts—the patients’ organization—Health Service, Inc., of 
Boston and the physicians’ organization entitled Medical and Sur- 
gical Associates. Both groups have been promoted by certain 
publie-minded physicians. 

The following is a brief analysis of proposed legislation to allow 
for the establishment of medical service corporations in those states 
which failed to pass the proposed statutes. 


Arkansas: In the State of Arkansas an attempt was made to make 
corporations which sought to furnish hospitalization and/or medi- 
cal care subject to the law dealing with investment companies. 
Senate Bill No. 304 exemplifies that the legislator introducing this 
bill was of the opinion that plans were developing for the distribu- 
tion of medical care and that there was need for control of such 
plans. Section 4 of this act states this point. 


Illinois: House Bill No. 977 in Illinois, which failed passage, 
provided that the Director of Insurance should have the duty of 
approving and the supervision of a non-profit medical service 
corporation formed to distribute medical services or medical and 
hospital services to subscribers on a prepayment basis. It should 
be noted that this bill provided for the free choice of physicians by 
subscribers. 


Missouri: In Missouri—House Bill No. 620, 1939, also failing to 
pass, provided that the Supervisor of Corporations should be 
authorized to be supervisor of the business of persons, co-partner- 
ships, associations, organizations and corporations now doing busi- 
ness or incorporated to do business upon the plan of furnishing 
medical services, medical or surgical, or for hospitalization. This 
bill provided that compensation to any officer, trustee, stockholder 
or director should not be in excess of $500 a year. 


Ohio: Senate Bill and Sub-Senate Bill No. 104 of the 1989 Ohio 
legislative session, which failed to pass, specifically provided for 
approval and supervision by the Superintendent of Insurance of 
group medical service plans under which the corporations as inter- 
mediaries effected contracts between persons duly licensed to prac- 
tice medicine and surgery in the State and persons, firms or cor- 
porations for the furnishing of medical or surgical care or both to 
subscribers for stipulated enrollment payments. An interesting 
point in this proposed bill was the provision that the majority of 
physicians in a certain area might prevent the Superintendent of 
Insurance from issuing a certificate. 


HEALTH INSURANCE—ENABLING LEGISLALION 397 


Utah: In Utah an act was introduced into the 1939 Legislature, 
which failed passage, providing for the organization of non-profit 
medical or medical service corporations. The plans were to be 
under the supervision of the Commissioner of Insurance. This 
proposed statute differs from those in other states in the machinery 
by which attempts to secure financial solvency was set up. This 
bill provided that a corporation must have a minimum of one thou- 
sand subscribers at all times to stay in business. If the member- 
ship should fall below this number the Commissioner of Insurance 
might revoke the charter. 


Wisconsin: One of the most interesting bills that failed passage 
was introduced in the Wisconsin Legislature in 1939—No. 401-A. 
It provided for a very interesting declaration of public policy: 


“Section 1—Declaration of Public Policy. The provisions of 
Sections 2 and 3 of this Act are essential to the welfare of the 
citizens of this state and are enacted in furtherance of the follow- 
ing public policy: The lives and health of its citizens constitute 
the first resource of a state. Proper medical care for the prevention, 
alleviation and care of illness is a prime necessity of life and health. 
The legislature finds and declares that large numbers of people in 
the state of Wisconsin are unable to secure adequate medical and 
hospital care because of insufficient means to meet the high cost 
thereof and because no arrangements exist for spreading the risk 
of medical and hospital expense over groups of people and periods 
of time. This inability to secure adequate care results in many 
eases of unnecessarily prolonged illness and permanently impaired 
health, thereby reducing the productive capacity of the state, 
impairing the general welfare, and imposing a burden on many 
individuals and on the community as a whole. The Legislature 
finds and declares that the cost of medical and hospital care can be 
reduced and regularized by the organization of cooperative asso- 
ciations to provide, secure or pay for such care, or by the furnish- 
ing of such care by individual physicians or groups of physicians 
under contracts providing for the payment of a stipulated sum per 
month, year or other period. It is therefore declared to be the 
public policy of this state to encourage and facilitate the formation 
of cooperative associations to provide or secure medical or hospital 
care, or both, and to encourage the furnishing of such care by 
physicians under contracts providing for the periodic payment of 
a stipulated sum.”’ 


The title of the bill relates ‘‘to the formation of cooperative or 
other associations, to provide medical or hospital care, or both, dis- 
crimination against such associations, their exemption from insur- 
ance laws and providing a penalty.’’ 

‘A specific section of Bill 401-A, 185-50, deals with medical 
cooperatives—it provides ‘‘ . Associations may be organized 
on a cooperative basis: (1) by individuals for the purpose of secur- 
ing or paying for medical and hospital care for themselves and 
their families; (2) by a group of physicians for the purpose of 
providing medical care.’’ 
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It further provides that such associations shall not be subject 
to the Insurance Law, and further that: ‘‘. . . and no provision 
of the law or chapter, or by-law of this state shall be construed to 
discourage or prevent physicians or hospitals from contracting with 
such corporations.’’ This is evidently for the purpose of restrain- 
ing medical societies or similar groups from interfering with 
physicians or hospitals who desire to join such cooperative 
organizations. 

The relationship between physician and patient acting under a 
cooperative plan is codified as follows: 

‘‘In any case in which services are rendered by a physician 
pursuant to an arrangement of an association incorporated under 
this section, the personal and legal relation between physician and 
patient with all its incidents shall remain exactly as if the physi- 
cian had been engaged by the patient directly, except as to the 
payment of the physician’s compensation. In any case in which 
services are rendered by a hospital pursuant to an arrangement 
with an association incorporated under this section, the duties 
and rights of hospital and patient shall remain the same as if such 
arrangement with such association had not been made, except as 
to the. payment of the hospital’s charges.’’ 


It is specifically provided that members of cooperatives, whether 
they be patients or physicians, shall not be discriminated against 
in any way: 

‘‘No person shall be discriminated against, refused medical or 
hospital service or deprived of any of the benefits of the medical 
profession because of membership in, employment by, or a contract 
to serve the members of such association ; and no physician shall be 
excluded from county medical society in the state on account of 
membership in, employment by, or a contract to serve the members 
of such association.’’ 


Any such interference is to be treated as follows: 


‘Any person, partnership, corporation or association, or any 
two or more of them, who shall directly or indirectly interfere with, 
or conspire to obstruct the organization or operation of any coopera- 
tive association organized pursuant to this section shall be guilty 
of a misdemeanor and upon conviction thereof shall be punished 
by a fine of not less than one hundred dollars nor more than one 
thousand dollars, or by imprisonment in the county jail for not 
more than nine months, or by both such fine and imprisonment, and 
any refusal of medical or hospital service to an individual because 
he is a member of such cooperative association shall be deemed 
prima facie evidence of such obstruction or conspiracy to obstruct. ’’ 


What the legislator had in mind in drafting this legislation was 
to specifically permit the development of medical cooperatives and 
also the development of plans for medical or hospital service on 
the basis of a stipulated sum to be paid periodically. It was 
evidently his object to prevent boycotts by hospitals and state or 
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county medical societies or members thereof who were dissatisfied 
with the organization and development of such plans and wished 
to take steps which would prevent their being carried out by way 
of harrassing or working inconveniences on those involved, whether 
they be patient or physician. 


Description of Bills and Proposals for Compulsory Health 
Insurance 


The following are brief analyses of these bills: 


The Model Bill of the American Association for Social Securtty* 
(Epstein).—Coverage Including Voluntary Clause: A state-wide 
system of compulsory health insurance covering all employees sub- 
ject to the state’s jurisdiction who receive wages of less than $604? 
per week except: 

(a) Farm laborers and those employed in domestic or personal 
services where the employer has less than three such employees. 

(b) Part-time employed minors who daily attend school. 
Persons under 65 years of age not covered in the compulsory system 
and whose net earnings are not more than $60*? per week, may sub- 
seribe; fee is 334 percent* of their income. Eligible also are per- 
sons receiving old age assistance or unemployment benefits, or 
relief from any governmental or public agency. The fee for this 
group shall be fixed by the Health Insurance Commission. 


Scope of Program: (a) Medical services (to the insured and his 
dependents) ; (b) Cash disability; and (c) Cash maternity (to 
female employee and wife of employee). 


Scope and Amount of Medical Care: Services of: 


(a) General practitioners** (e) Hospital care including 

(b) Specialists*? nursing 

(ec) Laboratory (f) Limited dental care. 

(d) Clinic 

These services are available to qualified employees and their 
dependents. 


Benefits at the discretion of the Health Insurance Commission 
include drugs and medicine, nursing care outside the hospital, 
institutional care for convalescents, eyeglasses, orthopedic and other 
appliances. ; 


Limitations: 

1. Medical benefits begin three months after contributions accrue 
and become payable. 

2. Eligibility continues so long as employee remains in covered 
employment. 


41 This bill on January 1, 1940, was in the process of being revised. 

42 This bill has been radically revised as of March 1, 1940. For Revision, 
see p. 402. 1940 changes in the “Epstein Model Bill” and Wagner New York 
State Compulsory Health Insurance Bill. 
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3. If he leaves employment or becomes unemployed he and his 
dependents remain qualified for medical benefits for a period equal 
to one day for every five days that he was covered by the system 
during the preceding five years. 


Benefit Restrictions: 

1. Hospitalization not to exceed 111 days in any one illness, 21 
days of which are to be without charge and thereafter the recipient 
must pay 15 percent of the cost. 

2. General practitioner care not to exceed a maximum of 26 weeks 
in any one disabling illness. 

3. Specialists; clinic; laboratory. Services not to exceed 12 
weeks in any one disabling illness. 


Nore.—Apparently there are no restrictions on the length of care in non- 
disabling illnesses. 


Maternity benefits equal in amount to the benefits payable in 
disability would be paid to qualified women for six weeks before 
and six weeks after the birth of a child. 

To obtain this benefit the woman must abstain from gainful 
work and have had not less than 250 days of employment or volun- 
tary cash insurance during the two years previous to the day on 
which the benefit is to commence. 

An additional $15 maternity benefit for which all covered women 
are eligible is paid on the birth of a yeh if proper prenatal care 
has been received. 


Remuneration of Physicians: No mode of remuneration of the 
practitioners may be adopted by any local area without the consent 
of the majority of the general medical and dental practitioners 
furnishing insurance services in the area. 

General medical and dental practitioners may be remunerated 
in several ways: by salary, by per capita payments for each person 
on their list, by fee or by any combination of these. 


Scope and Amount of Cash Benefits: There is a five**-day wait- 
ing period after the onset of illness following which the employee 
would receive**® 50 percent of his full-time daily wages but with a 
maximum of $15 a week for an employee without dependents and 
a maximum of $22.50 per week or not more than 75 percent of his 
full-time wages.*® 

There are a number of qualifications which govern the eligibility 
for cash disability benefits and duration of such benefits. 


Administration: The plan is to be administered by a ‘‘ Health 
Insurance Commission’’** composed of five persons ;** the Com- 
missioner of Health Insurance, the State Commissioner of Health 
and one representative each of employers, employees and of the 
professions engaged in furnishing the medical benefits. 


43 For 1940 changes see p. 402. 
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The Commission is required to divide the State into a number 
of Health Insurance Districts each with its district financial super- 
visor and district medical supervisor—the latter a physician. 


Financing: The cost of this system to be equivalent to 6 pereent 
of the payrolls in covered payments, is to be borne jointly by 
employers, employees and the State as follows: 


Wage of 
employees Employees Employers State Total 
Less than $20 weekly..... 1% 3Y%4% 14% 6% 
$20-39 weekly ........... 2% 24%4% 14% 6% 
$40 a week or over........ 3% 1Y%% 14% 6% 


The Wagner New York State Bill—Coverage Including Volun- 
tary Clause: All employees excepting those engaged in non-manual 
work earning over $2,500** per year. Voluntary insurance is pro- 
vided for persons not covered in the compulsory scheme. This sys- 
tem is to be subsidized by the State to the extent of 20 percent. 


Scope of Program: Both medical and disability benefits are 
provided. 


Scope and Amount of Medical Care: Medical benefits consist of 
services of: 


(a) General practitioner (d) Clinie 
(b) Specialists (e) Hospital care 
(ec) Laboratory (£) Limited dental care 


Services are available to both insured person and his dependents. 


Limitations: 

To be eligible, insured must have had 100 days of covered employ- 
ment or voluntary medical insurance within the preceding 12 
months, or 150 days within 24 months preceding the day medical 
benefits are asked for himself or his dependent. 

Care is furnished without time limit so long as person through 
whose eligibility they are granted remains insured for such benefit. 

Maternity Benefits are approximately the same as those provided 
for in the ‘‘Model Bill.’’ 


Remuneration of Physicians: There is to be free choice of general 
practitioners and dentists. This has not been specified for specia- 
lists. Physicians may be remunerated : 


(1) By salary (3) Per capita basis or any 
(2) On a fee for service basis combination of these. 


Scope and Amounts of Cash Benefits: Cash benefits are to be 
paid to compensate for wages lost on account of disability at a 
rate of 50 percent of full-time wages with a maximum of $20 per 
week. This benefit to be increased by an additional 10 percent of 
full-time wages up to $5 per week for a dependent spouse and an 
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additional 5 percent up to $3 per week for each dependent up to a 
maximum of four. A maximum of 156 days in each consecutive 
52 weeks is the greatest extent of this benefit. 


Administration: There is proposed a ‘‘ Health Insurance Board’’ 
of five members, established as a Division of the State Department 
of Health.. At least two members of this board shall be physicians. 
Provision is made for State general and medical advisory councils. 


Financing: In its 1939 revision the bill calls for the following 
payments for the employee, the employer and the State. Con- 
tributions to fund (5 percent of total taxable wage) as follows: 


Wage 
groupings Employee Employer State Total 
Under $20 weekly.......... 1% 3% 1% 5% 
$20 and less than $40 weekly 2% 2% 1% 5% 
$40 weekly or more......... 3% 1% 1% 5% 


The Changes Made as of March 1, 1940, in the Epstein Model 
Bill for Compulsory Health Insurance at the State Level_—rThe 
following is an analysis of the revised Epstein Model Bill upon 
which is based the 1940 New York State Compulsory Health Insur- 
ance Bill, Assembly Introductory No. 1842, Print No. 2050, intro- 
duced by Assemblyman Wagner. 


Coverage Including Voluntary Clause: The previous edition of 
the Epstein Bill applied to wage earners in the $60 per week and 
less group. The Wagner Bill, 1939 edition, covers all employees 
excepting those engaged in non-manual work earning more than 
$2,500 a year. The revised Epstein Bill and the 1940 Wagner Bill, 
which is based upon the ‘‘Model Bill,’’ decreases the coverage to 
non-manual workers receiving wages of $30 or less a week. Wage 
earners under an express contract for a term of not less than one 
year, at total wages for a year of $1,500 or less are also covered. 
All other employees are covered except those engaged in agricul- 
tural labor, domestics in the service of an employer having less than 
three such employees, and minors actually and in regular attend- 
ance at day time in an institution of learning. 

Where the earlier bills allowed for voluntary enrollment of per- 
sons under 65 whose net earnings were not more than $60 a week, 
the revised bills limit such voluntary enrollment to persons under 
65 years of age, not suffering disability, and whose net income from 
whatever source is $30 a week or less. Such voluntary enrollees 
shall make weekly payments to the fund equal to three-quarters 
of the combined employers and employees premium as fixed for 
employees in the same wage class according to the revised premium 
schedule. 


Scope and Amount of Cash Benefits: The earlier editions of the 
Epstein Bill and the Wagner Bill made use of a five-day waiting 
period, whereas the revised bills utilize a seven-day waiting period 
after the onset of illness before the insured employee is eligible 
to receive cash disability benefits. The cash benefits previously 
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outlined for the Epstein Bill are described on page 400 and for the 
Wagner Bill on page 401. The revised bills utilize the following 
cash benefit schedule : 
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CASH BENEFITS SCHEDULE 
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Administration: The previous Epstein Bill provided that the 
plan be administered by a health commission composed of five 
members. The 1940 revision provides for administration by a 
health insurance board composed of the Health Insurance Com- 
missioner as chairman, the State Commissioner of Health and 13 
members appointed by the Governor with the advice and consent of 
the Senate. 


Financing: Under the earlier editions of these bills, the total 
premiums were to represent 6 percent of the total annual wage of 
those to be insured under the Epstein plan and 5 percent of such 
wages under the Wagner plan. 

The new premium schedule which is being adopted for both the 
proposed bills is as follows: 
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PREMIUM SCHEDULE 
(Epstein Model Bill and Wagner New York State Bill) 


When an Employer’s | Employee’s | State’s 
WAGE CLASS employee’s weekly premium premium | premium 
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“It is contemplated that the Federal government, through grants-in-aid, will reimburse one- 
half of the premiums required of the State. A bill for that purpose is now before Congress. 
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Summary: 1. The number of persons covered under the revised 
Epstein and Wagner Compulsory Health Insurance Bills has been 
materially lessened through the adoption of $1,500 a year as the 
top income level for eligible non-manual workers and those under 
express contract for a term of not less than a year. 


2. The 1940 revised premium schedule has discarded the use of a 
premium based upon a specified weekly percentage for employee, 
employer and State, which was based on the actual weekly wages 
received by the insured. Instead the insured wage earners are 
divided into four wage classes. For each of these wage classes the 
employer is to make a fixed weekly contribution of 40 cents per 
individual. The employee is to make a fixed weekly payment vary- 
ing from 10 cents in the lowest wage class to 40 cents in the highest 
wage class. The State’s weekly premium decreases from 60 cents 
weekly per wage earner in the lowest wage class to 40 cents weekly 
per wage earner in the highest wage class. It is further provided 
that the State’s contribution may be decreased to one-half by the 
acceptance of Federal grants-in-aid to the State. A bill for that 
purpose is now before Congress, 

3. The 1940 revised cash schedule, as shown above, is somewhat 
lower in general than the cash benefit schedule provided for in the 
previous editions of both the Wagner Bill and the Epstein Bill, 
the former having had a maximum eash disability benefit of $20 
per week and the latter a maximum of $22.50 per week. 

The waiting period before cash disability benefits become payable 
which had been five days in the previous edition of the Epstein Bill, 
has been inereased to seven days in the new bill. 


4. The revised bills make additional regular medical benefits 
available which include the services of nurses outside of the hos- 
pital. Voluntary insurance under the compulsory health insurance 
scheme has limited the persons eligible through a decrease from the 
$60 or less per week income level to the $30 or less per week income 
eroup. 

5. The most significant administrative change in the new bill has 
been the increase in membership of the health insurance board from 
5 to 15 members. Under Section I, part 4 of the revised Epstein 
Bill, ‘‘ ‘Employee’ means any person employed for hire by an 
employer in an employment subject to this act except any person 
employed under an express contract for a term of not less than 
one year at total wages for a year in excess of $1,500, and except 
further any person employed at non-manual work receiving wages 
in excess of $30.00 a week.’’ In the second clause of this para- 
graph it appears that a mechanism is afforded whereby employers 
might evade insuring their employees whose incomes are in excess 
of $1,500 per year through the use of a contractual agreement for 
terms of not less than one year. In the absence of such contracts 
such employees might otherwise be eligible for coverage by this 
system. 


The Wisconsin Biemiller Bill—Coverage Including Voluntary 
Clause: All employees except those engaged in agricultural labor or 
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domestic service (the latter, where employer has fewer than four 
persons in such service) and except persons engaged in non-manual 
labor who are paid at a rate of more than $60 per week. The bene- 
fits would be available alike to insured persons and their dependents. 


Scope and Amount of Medical Care: Medical benefits ; 


(a) General practitioner serv- (e) Drugs and dressings 
ice (f) Laboratory service 

(b) Specialist service (g) Clinie service 

(ec) Nursing care (h) Optometrist service 

(d) Hospital care (i) Emergency dental care 


To be entitled to medical care, an individual must have had at 
least four weeks coverage during the previous 26 weeks immediately 
preceding the day on which health benefits are first provided. 
The covered person remains eligible so long as he is employed and 
_ for 26 weeks after last week of employment. In no event will 
health benefits be available to an eligible person for more than 
26 weeks in any one illness. 


Scope and Amount of Cash Benefits: There are no cash dis- 
ability benefits. Medical care only is to be provided. 


Administration: A ‘‘Division of Health Insurance’’ is to be 
set up in the State Department of Health. This division is to func- 
tion under the supervision and control of the ‘‘State Health Insur- 
anee Council’’ appointed by the Governor and consisting of an 
equal number of representatives of each of the following: 
employers, employees, physicians, dentists, optometrists, pharma- 
cists, hospitals and the general public. 

The representatives of the professional groups are to be selected 
from panels proposed by their State Associations. 

The Health Insurance Division is to be administered by a diree- 
tor appointed by the State Health Insurance Council and he is to be 
assisted by a medical officer selected by the Council from a panel 
of six or more physicians proposed by the State Medical Society. 

Insured persons are to have free choice among physicians both 
general practitioners and specialists—dentists and optometrists, 
electing to provide insurance services. 

All members of these professions are to have the right to par- 
ticipate in the work. 


Financing: Employers and employees alike are to contribute 2 
percent of wages paid and received. There is no contribution from 
the state. 


The Califorma Bill—Coverage Including Voluntary Clause: 
Persons self-employed whose earnings are less than $3,000 per year 
may subseribe. If a person is over 50 years of age he may not 
enroll as an individual but may enroll on a group basis. 


Scope of Program: Service benefits include general practitioner’s 
care, stipulated specialist services in keeping with the resources 
of the fund, but in any event to include major surgery, emergency 
specialist and obstetrical service, laboratory, x-ray diagnostic 
services, hospitalization up to a maximum of 12 weeks in any one 
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year in any one illness, and all drugs and medicines, nursing care 
and limited dental services as the funds permit. 


Scope and Amount of Medical Care: To be eligible for medical 
benefits an individual must have earned at least $300 in covered 
employments during the preceding calendar year. 


Remuneration of Physicians: (a) General practitioner service 
rendered through an open panel system with free choice of physi- 
cian who shall be paid on a per capita basis. The medical director 
may however engage physicians on a salary basis when necessary. 

(b) Specialists services to be provided in public diagnostic 
centers to be organized throughout the state as adjuncts to public 
hospitals. Such services may be rendered also in approved private 
diagnostic centers coordinated with approved hospitals. Non- 
profit group practice is to be encouraged. 


Scope and Amount of Cash Benefits: Reimbursement benefits . 
consist of cash payments to eligible persons as part reimbursement 
of expenditures for medical services. Allowance is to be made on 
a prescribed fee schedule. Claims may be pro rated if they exceed 
amount set aside for reimbursement benefits. 


Administration: The Medical Care Insurance Plan is to be 
administered by a ‘‘Bureau of Medical Service’’ established in a 
projected ‘‘Division of Social Insurance’’ in a state ‘‘ Department 
of Social Insurance and Unemployment Services.’’ <A single agency 
within the department is to collect the contributions, maintain the 
records and do the disbursing of unemployment benefits, disability 
unemployment benefits and medical benefits. The head of the 
Bureau of Medical Service must be a physician. 

There is to be Medical Advisory Council composed of eight mem- 
bers, three to represent labor, two employers and one each the 
physicians giving service, the Department of Health and the medi- 
eal schools respectively. 


Summary: The California Bill reveals the following outstand- 
ing differences from the ‘‘Model Bill’’: 


1. Designed to take advantage of Federal aid. 

2. The cash benefit portion of the projected health insurance is 
to be coordinated with the existent functioning unemployment com- 
pensation system. 

3. The medical benefit part of the system embraces all employees 
within the state including state and local government employees, 
domestic servants, farm laborers and those of high incomes. 

4. Source of income is 1 percent of taxable wages for employees, 
1 percent from employers and 1 percent from the state (which may 
be reduced through Federal aid grants). 

5. Medical benefits available to covered employees, spouse and 
children under 21 and are of two types: 

(a) ‘‘Service benefits’? provided for those earning less than 
$3,000 per year. 

(b) ‘‘Reimbursement benefits’’ to those earning more than $3,000 
per year. 


Chapter VII 
SPECIAL HEALTH PROBLEMS 


Existing governmental agencies are organized to provide health 
and medical care services to meet special health problems involved 
in the control of certain specific diseases and conditions for which 
accepted control methods have been established and the public 
health importance to the communities transcends the consideration 
of the economic status of the individual. Each of the special health 
problems has been a subject of study by the State Department of 
Health which has responsibility for their administration. The 
control programs have been developed jointly with the representa- 
tives of organized medicine. Legislative consideration and support 
has been given to permit practical application of the developments 
in these specialized fields of modern medical science. This sum- 
mary constitutes a brief progress report covering recent develop- 
ments in these fields, and in some instances specific reeommenda- 
tions for the future. The factors involved in chronic illness and 
infirmity have been given special emphasis in the Commission’s 
studies relating to medical care in welfare districts and patients 
discharged from hospital wards. 


Pneumonia Control 


The recent advances in the methods of treating pneumonia 
through the use of specific serum and the more recent development 
of the chemo-therapeutic drug sulfapyridine have provided excel- 
lent means of combatting a disease which accounted for some 
12,000 deaths in 1935 in New York State. Especially significant 
is the fact that 40 percent of all the pneumonia deaths are of 
men and women in the economically most productive period of 
life, those from 15-64 years of age.t These deaths greatly disturb 
the economic stability of many families. 

The modern adequate treatment for pneumonia includes: hos- 
pitalization ; laboratory diagnostic service (including sputum typ- 
ing, blood culture and drug concentration tests); physician’s 
services, often including consultation and surgery ; serum; oxygen; 
x-ray ; drugs and nursing service. 

From a comprehensive study? of the costs of diagnosis and treat- 
ment of 625 cases of pneumococcus pneumonia in New York City, 
the median total cost per case of pneumonia treatment for the entire 
group of patients including ward, semi-private and private cases, 
was $134.16. Hospitalization accounted for 42 percent of the total 


1 Hirsh, Joseph, A Study of the Economics of Pneumonia, U. S. Public 
Health Reports, Vol. 53, No. 49, 1938, pp. 2153-2168. 

2Cecil, R. L., et al, Community Provision for the Serum Treatment of 
Pneumococci Pneumonia. Journal American Medical Assoc. 109; 1323, Oct. 
23, 1937. 
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costs for all cases; physicians’ services 28 percent; serum therapy 
16 percent and other services 14 percent. The average cost for 
this group was $167.60 per case. On this basis more than 3.5 
million dollars would have to be spent to treat the 22,000 cases of 
pneumococcic pneumonia estimated to have occurred during 1938 
in New York City alone. 

Many individuals find the treatment of pneumonia too expensive 
for them to bear. Governor Herbert H. Lehman launched a state- 
wide campaign for pneumonia control in January, 1936, because of 
the health and economic significance of the problem of pneumonia 
and the knowledge of efficient methods to combat this disease. A 
demonstration pneumonia control program was set up in the State 
Department of Health, supported jointly by public and private’ 
funds. In one and one-half years this program demonstrated the 
effectiveness of rapid and positive means of identifying types of 
pneumonia. The possibility of production and use of efficient 
specific anti-sera to be employed in a generalized program to com- 
bat certain of the more common types of the disease was established. 
It was demonstrated that the mortality in certain types of pneu- 
monia could be decreased by half or even by two-thirds. 

In the eyes of a progressive State these results made additional 
support for this life-saving program almost mandatory and, on 
April 24, 1937, the Governor signed a legislative appropriation 
which made available to the State Department of Health $400,000 
for use in ‘‘furthering and promoting the efficient prevention, diag- 
nosis, treatment and control of pneumonia.’’ 

The initial pneumonia control program of the State Department 
of Health concerned itself with: 


1. The careful evaluation of the incidence, distribution and 
fatality of pneumonia. 

2. Promotion of facilities for the accurate and prompt typing of 
pneumonias through sputum examination and blood culture. 

3. Provision of a safe and reliable serum for each of the types 
of pneumonia for which serum has been found to be effective to all 
pneumonia patients irrespective of ability to pay. This serum was 
distributed through local supply stations to physicians and _ hos- 
pitals treating such patients. 

4. Research in the production of effective specific sera for the 
treatment of various types of pneumococcus infection for which 
effective sera were not available; and improvement in the potency 
and quality of specific sera. 

5. Education of both the physicians and the public as to the 
value of early use of the newer procedures and methods in the 
control of pneumonia morbidity and mortality. 


The marked decline in the death rate from pneumonia seen 
during 1938 and 1939 has been of outstanding significance. This 
death rate is now at the lowest level yet recorded in the State. 


3 The Metropolitan Life Insurance Company and The Commonwealth Fund 
contributed. 


SPECIAL HEALTH PROBLEMS—PNEUMONIA 409 


In spite of the decline in the death rate from pneumonia (85 
per 100,000 in 1935 to 50 per 100,000 in 1938) this disease remains 
one of the principal causes of death. It is anticipated that. still 
further reduction will be more difficult. 

The current pneumonia program may be divided into two main 
efforts: continuation of the basic program of the past four years, 
with the extension of specific sera to approximately 30 types; and 
the effective utilization of the new agent, sulfapyridine. 

The increased use of specific serum therapy in pneumonia is 


evidenced by the following reports for the distribution without . 


charge of serum to physicians and hospitals by the State Depart- 
ment of Health as follows: 


Anti-pneumococcus sera, all types 


1936— 5,408 packages 1938—17,566 packages 
1937—10,766 packages 1939—13,616 packages 


In addition to the production of sera, the promotion of the 
development of approved laboratories for pneumococcus type dif- 
ferentiation and the maintenance of high standards of procedure 
in these laboratories, has been an essential part of the basic pneu- 
monia control program. 

In connection with the problem of laboratory service, a brief 
inquiry* was made during the latter part of 1939 of all labora- 
tories approved for pneumonia typing, as to the number of exam- 
inations performed by them during 1937-1938 and the sources of 
reimbursement for such examinations. While the material from 
this survey is not yet complete, the evidence at hand indicates 
that in the majority of instances typing is done either by labora- 
tories operating under county or city contract or charter, or by 
laboratories associated with hospitals where work is done for 
service cases at no cost over and above the general hospital rate. 
The laboratories report that the amount of typing for which the 
eharges were paid through local welfare agencies was very small. 
This investigation revealed only one specific complaint that typing 
was not being carried out in a given community because of the 
difficulty associated with obtaining reimbursement in indigent or 
medically indigent cases. However, neither was evidence obtained 
to the effect that such difficulties did not constitute a widely 
encountered obstacle to typing service. Furthermore, it was found 
that many of these laboratories are operating under contracts or 
sources of revenue which have not changed in proportion to the 
increasing demand upon their services imposed by such activities 
as the pneumonia and syphilis control programs. In connection 
with pneumococecus typing, not only has the volume of specimens 
been greatly increased over the past four years, but also the total 
amount of work required for the complete examination of each 
specimen has been greatly extended. 


4Bureau of Pneumonia Control—State Department of Health—February, 
1940. 
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The basic pneumonia control program also includes the mainte- 
nance of a high level of information and interest among the 
medical profession in the scientific advances in the treatment of 
pneumonia, as well as in the principles underlying modern treat- 
ment. This is promoted through the joint action of the Bureau 
of Pneumonia Control and the Committee on Public Health and 
Medical Education of the State Medical Society. Similarly, 
appropriate informational and educational programs are being 
maintained for the nursing profession and for the general public; 
the former being directed to the scientific information of nurses 
and the promotion of essential nursing services; the latter to the 
recognition of the early symptoms of pneumonia and the urgency 
of obtaining medical care. 

Major advances in the treatment of pneumonia have been so 
numerous during the past few years that it has become a practical 
impossibility for the physician in general practice to keep ade- 
quately acquainted with them. This is particularly true of 
chemotherapy. Accordingly, the Bureau of Pneumonia Control 
has felt that its efforts to conduct an active graduate medical 
educational program, in collaboration with the State Medical 
Society, should be redoubled. 

Inasmuch as sulfapyridine is not expensive and the Department 
of Social Welfare has agreed to include it among its recommended 
drugs, so far it has seemed unnecessary for the Health Depart- 
ment to undertake the distribution of sulfapyridine. The drug, 
however, is not without serious danger if improperly used. These 
dangers are such that, upon recommendation of the Health 
Department, a regulation has been adopted by the Board of 
Pharmacy of the Department of Education, restricting the sale 
of sulfanilamide, sulfapyridine and allied compounds to physi- 
cians’ prescriptions. 

To date the approach to the problem of pneumonia control, of 
necessity, has been restricted to reduction of mortality, and dura- 
tion and severity of pneumonia. The therapeutic approach has 
not been taken in preference to one of prevention, but rather has 
been necessitated by lack of means for accomplishing the latter. It 
is felt, now that highly effective means of treatment are available, 
and the death rate is steadily declining, that every opportunity 
should be utilized to investigate the mechanism of spread of this 
disease with a view to the possible development of preventive 
measures. 


Cancer Control 


A steady increase in mortality from cancer and other malignant 
tumors has been noted both in New York State and the United 
States from the time statistics on the causes of death were first 
collected. The risk of developing cancer increases sharply and 
markedly with advancing age. It is therefore to be expected that 
the increasing proportion of older people in our population will 
of itself make for increasing cancer mortality. It is encouraging to 
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note that when this effect, of aging of the population, is eliminated 
from the figures there appears a tendency in recent years for the 
cancer death rate among females to remain stationary or even to 
decline among the younger age-groups. On the other hand signs 
of such a decline does not appear in the death rate among males. 
Cancer is now the second cause of death and will probably continue 
in this position for many years. 

While much is already known and new facts are constantly added 
concerning the experimental causation of cancer in animals, little 
of this knowledge is as yet applicable to the control of cancer in 
humans. Cancers resulting from repeated exposure to such agents 
as tar, lubricating oils, arsenic, anilin compounds, various carecino- 
genic chemicals, roentgen-rays, radium rays and ultra-violet rays are 
known to occur in man and are preventable. However, the number 
of cases traceable to these causes is small. A causal relationship 
between syphilis and certain forms of oral cancer is known to exist 
but the majority of cases of oral cancer cannot be so explained. 
Much stress has been placed, in publie education, on certain non- 
specific causes of cancer, such as poor oral hygiene, the use of 
tobacco, the ingestion of hot foods or alcohol, laceration of the 
uterine cervix, chronic cervicitis, chronic mastitis and chronic irrita- 
tion in general. It must be admitted, however, that the evidence 
regarding the causal relationship between these conditions and 
eaneer, although highly suggestive, is not entirely convincing and 
does not find general acceptance. In general what is know concern- 
ing the causes of cancer offers greater hope of usefulness in the 
detection of early cancer rather than in its prevention. 

In the absence of precise and well-authenticated knowledge re- 
garding the efficient causes of the major types of human cancer, 
the basis of cancer control must be the relatively lower case fatality 
obtained when cancer is recognized and treated before metastasis 
has occurred. The State Commissioner of Health has estimated that 
even partial improvement in this direction will result in the sav- 
ing of over 5,000 lives each year in this State.® 

The necessity for early diagnosis in order to achieve lower case 
fatality rates is alone sufficient to make cancer a public health 
problem. Experience has shown that some form of organized effort 
is necessary to promote early diagnosis of diseases such as cancer 
whose early stages produce mild or no symptoms. Moreover, the 
special facilities often needed to treat cancer are frequently not 
available to the average physician, while the great expense of 
treatment makes aid to the low-income group necessary. The 
difficulty of early diagnosis, the lack of easy access to expert diag- 
nostic and therapeutic facilities, the relatively high expense of 
these facilities, combined with the lack of the natural spur of pain 
and disability in the early stages of cancer, combine to explain the 
present rarity of early diagnosis and effective treatment of this 
disease. To overcome these obstacles in the way of early diagnosis 


5 Edward S. Godfrey, Jr., The N. Y. State Program for Cancer Control; 
N. Y. State J. of Medicine 39; p. 2280; Dec. 15, 1939. 
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and treatment requires an organized, planned, community-wide 
program or, in other words, public health measures. 

The State of New York has long extended its aid in the struggle 
against cancer. In 1898, the State Legislature granted the sum of 
$10,000 for laboratory study of cancer and from this small begin- 
ning has developed the State Institute for the Study of Malignant 
Diseases in Buffalo, New York. During its first 12 years the Insti- 
tute confined its efforts to laboratory research. At the end of that 
period it was decided to extend the research to clinical aspects of 
cancer and especially the results of radiation therapy. A 22 bed 
hospital adjoining the laboratory was erected and to this Institu- 
tion any physician in the State may send patients for diagnosis 
and treatment without charge. 

The number of patients referred to the Institute by physicians 
has increased steadily with each succeeding year so that in recent 
years the facilities of the Institute have been severely overtaxed. 
This condition came to the attention of several members of the 
Legislature and in 1937 a bill was introduced providing for the 
erection of an additional hospital to increase the Institute’s bed 
capacity by 100 beds, and provision was made for the purchase of 
sites for two additional hospitals. In view of the fact that it was 
not certain that the building of additional State cancer hospitals 
was the best answer to the problem, it was deemed wise and the 
legislation accordingly amended so that, while expanding the facili- 
ties of the Institute by the addition of 100 beds, the general ques- 
tion of cancer control was submitted to a legislative commission for 
study and recommendations regarding legislative action. 

This Commission submitted its final report in February, 1939, 
and legislation based on its recommendations was passed shortly 
thereafter and subsequently received the Governor’s signature. 
The bill was passed substantially as recommended, with the excep- 
tion that the appropriation for the newly reorganized Division of 
Cancer Control was reduced from $50,000 to $385,000 and the 
provision for reporting of cancer was limited to New York State, 
exclusive of New York City. 

In accordance with the provisions of the bill® the Division of 
Cancer Control which had been organized in 1931, with headquar- 
ters at the State Institute for the Study of Malignant Diseases, 
Buffalo, was reconstituted with headquarters at the central offices’ 
of the Department of Health in Albany. The law specifically pro- 
vides that the Director of the Division shall not be expected to 
assume also the full-time duties of Director of the State Institute. 

The reorganized Division has been functioning since August 1, 
1939. Reporting of cancer began on January 1, 1940, and at the 
end of April, 1940, 13,345 cases had been reported by physicians, 
dentists, hospitals and laboratories. Cancer reporting will not 
only make available information regarding the incidence of cancer 
and its relation to various social, geographical, occupational and 
economic factors but it will provide also an index to the effective- 


6 Chapter 954, Laws of 1939. 
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ness of control measures and indicate what sections of the popula- 
tion and what forms of cancer require the greatest attention and 
application of such measures as education and the establishment of 
tumor clinies. 

There are now 33 tumor clinics in Upstate New York, of which 
two are diagnostic clinics, while the remainder are both diagnostic 
and therapeutic. Many hospitals and groups of doctors are inter- 
ested in the tumor clinic idea and those which are functioning as 
elinies and those which are in the process of establishment total 42. 
These clinics will amply take care of the cancer patients in Upstate 
New York without necessitating their traveling more than 50 miles 
and in most instances the distance will be much less. They are 
conducted by the medical staffs of the different hospitals with the 
result that more adequate care is available to the patients and the 
care and control of these patients is kept under the jurisdiction of 
the practicing physicians. This plan affords to the physicians 
opportunity to participate in the care, diagnosis and treatment of 
their cancer patients. 

An educational program, both for profession and lay groups, 
will be sponsored by the Division of Cancer Control. Professional 
education will be in the form of institutes for general practitioners, 
surgeons, radiologists and pathologists. The various county medi- 
cal societies cooperating with the Division will conduct the lay 
education. It is hoped that lay education will cause patients to 
seek aid early in their disease thus affording an opportunity for 
early diagnosis, more cures, and better control of the disease. 

To a considerable extent the problem of cancer control is involved 
with the much broader problem of making generally available the 
best kind of medical care. This is due to the fact that: early 
eancer frequently causes no symptoms; and, when symptoms first 
appear they are not characteristic of cancer but simulate those 
caused by a wide variety of other diseases. The early diagnosis 
of cancer, therefore, inevitably involves the early diagnosis of many 
other diseases of adult life. 

It is generally agreed and, indeed it has been demonstrated in 
actual practice, that expert examinations of apparently healthy 
adults will discover many cases of unsuspected cancer as well as 
other chronic diseases. As a rule cancer discovered in this way is 
usually in an early stage and highly curable. How to make use of 
this principle in a broad and effective way is one of the most 
important questions facing those concerned with the problem of 
eancer control. Of equal importance is the problem of ensuring 
that adequate therapeutic facilities are readily available to physi- 
cians and their patients once cancer has been discovered. Obviously 
the barriers in the way of solution of these problems are social and 
administrative, rather than scientific. 

It may, therefore, be confidently expected that, in view of the 
great toll of suffering, disability and death exacted by cancer, 
progress in the effective application of the scientific weapons we 
already possess for its early diagnosis and adequate treatment will 
continue at an accelerated pace in New York State. 
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Syphilis Control 


Syphilis control can be attained by finding cases early and treat- 
ing each patient until he is no longer capable of transmitting the 
disease to others. Were this possible early in the course of every 
person’s infection, no other measures would be necessary. As it is 
there are many late or chronic cases, not a problem from the stand- 
point of communiecability, who tend to become public charges as a 
result of the disease. Their treatment is essential to keep them 
potentially self-supporting. 

In this effort there are many agencies engaged: the private 
physician ; the hospital; the clinic of the local board of health; the 
clinics of some large industrial organizations; the State Depart- 
ment of Health or the State mental hospital—may each have a 
hand in the care of a patient. At the outset, the diagnosis is made 
of necessity with the aid of a laboratory test. Because this is too 
highly technical for performance in a physician’s office or small 
laboratory, these tests are performed without charge by the State 
Department of Health or one of 33 approved laboratories partly 
financed by the State. In 1937, 386,102 such tests were performed 
by the laboratories of the State Department of Health and 410,505 
by the laboratories approved by the State Department of Health. 

The diagnosis made, treatment is administered each week for at 
least 18 months. The drugs for such treatment, costly in small 
quantities, are supplied to physicians by the State Department of 
Health without charge, irrespective of the patient’s ability to pay. 
During 1937 the equivalent of 625,000 doses of such drugs were 
distributed to physicians, clinics, and hospitals. But because most 
patients with syphilis are in the low-income groups, they are fre- 
quently unable to finance the long period of treatment. Some are 
treated by the physician without charge. Others are referred to 
the clinic of the local board of health. At the end of 1937 there 
were 125 of these clinics in 40 counties. During the year 4,458 
patients were admitted to these clinics for the first time; while 
5,542 continued treatment begun prior to 1937; 237,187 anti- 
syphilitic treatments were administered; and 81,567 other visits 
were made for diagnosis or observation. 

In areas where clinics are too distant for the patient to attend 
each week other solutions have been sought. Treatment in clinics 
is not economic where the total number of cases is small, and the 
provision of transportation by an official agency has proved pro- 
hibitively expensive. One of the duties of the local health officer 
established by the Public Health Law (Art. XVII-B, See. 343-p) 
is the treatment of venereal disease. While this has operated well 
in some areas, it has not been effective in others. To cover this 
deficiency the payment of private physicians for the treatment of 
indigent patients has been adopted by some counties. At the end 
of 1937 there were four or more counties using this plan. Under 
this arrangement any physician whose indigent patients require 
treatment may request authorization for such treatment and be 
compensated by the county on a unit sum per treatment basis. 
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This not only leaves the patient his free choice of physicians but 
obviates the necessity for excessive travel. 

In counties where this plan is not in use, varying expedients are 
employed. In addition to the duty of the local health officer 
alluded to above, the Public Welfare Law, Article X, Section 83 
provides that persons unable to pay for medical care, even though 
otherwise self-supporting, may be treated at the expense of the 
local welfare district. The absence of a clear definition in the law 
of the respective duties of the local board of health and the local 
welfare district has sometimes led to a disavowal of responsibility 
by both. In those areas frankly indigent or medically indigent 
cases with syphilis in the chronic or non-communicable stages may 
go untreated at the risk of later becoming patients in local hospitals 
or State mental hospitals. 

In some areas the local welfare officer has authorized treatment 
on a fee basis by private physicians selected by the patients. This 
practice has varied widely from year to year, from one welfare 
officer to another, and from one welfare district to the next, both 
as to the type of patient eligible for treatment, the amount and 
type of treatment, and the compensation allowed to the physician. 
As an example, in an area chosen for study, anti-syphilitice treat- 
ment: by the private physician is authorized for persons receiving 
old age relief, but for no others, whatever the stage of the disease 
or the urgency of treatment. The local boards of health also vary 
in the extent to which they are willing to assume their legal respon- 
sibility for the treatment of syphilis. Such intricacies have tended 
to reduce the amount of effective treatment and so to increase the 
number of persons eventually disabled by syphilis. 

The general hospital has been mentioned as an agency for the 
provision of anti-syphilitic treatment. Only a few general hos- 
pitals have provided treatment for the patient in the early stages of 
syphilis because of the prejudice against this practice on the part 
of other types of patients cared for who are more frequently able 
to pay for their general hospital care. A large number of late 
cases with disabling forms of the disease fall upon the general hos- 
pital for care during the last stages of failure of the heart or blood 
vessels. This number is uncountable because of a tendency to 
ascribe death to other causes than syphilis for social reasons. As 
an indication 1,416 deaths reported as due to syphilis were recorded 
in 1937. This number is probably far below the true figure. 

The mental hospital comes into the picture in a proportion of 
all eases of syphilis estimated at from 10 to 40 percent. One of 
the various diseases of the nervous system caused by syphilis, 
general paresis, requires institutional care if treatment is not 
properly administered before mental breakdown occurs. During 
the fiscal year 1937-1938, 3,944 patients with general paresis were 
eared for in New York State mental hospitals. The capital invest- 
ment in hospital accommodations for this number of patients 
amounts to $14,198,400. The annual cost of maintenance of these 
cases amounted to $2,604,341.52. No estimate of the cost of the 
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maintenance of the families of these patients by publie agencies is 
available. In the opinion of some experts, most of these patients 
(40-80 per cent) could have been kept potentially self-supporting 
by early and adequate treatment. 


Syphilis Clinics—While no clinics are wholly maintained by the 
State Department of Health, it supervises and assists the 122 clinies 
which operate under local boards of health. At the end of 1937, 
21 cities and three other local health districts were receiving finan- 
cial aid from the State Department of Health, amounting to a total 
of $81,000 for the fiscal year. Part or all of the salaries of 67 
physicians and 10 nurses employed in syphilis clinics were paid by 
the State. Because many of these physicians were without special 
training in the diagnosis and treatment of syphilis, six part-time 
and one full-time consultant physicians conversant with syphilis 
were employed to assist and instruct the local physicians who 
actually perform the work of the clinics. 

In furtherance of the objective of post-graduate instruction of 
physicians treating syphilis, short refresher courses were held in 
New York City, Buffalo and Syracuse. These courses lasted three 
days and were attended by 91 local health officers and directors of 
syphilis clinics, all of whom received stipends from the State 
Department of Health to cover traveling expenses. 

The instruction of public health nurses engaged in syphilis con- 
trol was furthered by a six-week post-graduate course at Syracuse 
University. Thirty-six nurses attended this course in 1937 at State 
expense. 


Case Reports.—Since the detection of a complement-fixation 
reaction in the blood (the laboratory test referred to in the fore- 
going material) does not necessarily mean that the individual in 
question has syphilis, it is required by the Sanitary Code (Chap. 
II, Reg. 2) that judgment concerning such eases rest with the 
attending physician and that if in his opinion syphilis exists, he 
shall report the case, including details of identification and the 
stage of the disease, to the State Department of Health. These 
reports are utilized by the District State Health Officer to maintain 
a file of the cases in a communicable stage. These cases are fol- 
lowed through the attending physician until sufficient treatment 
has been administered to ensure against transmission of the disease. 
In the event of the patient’s change of residence or physicians the 
records are transmitted to the proper District Health Officer or 
physician to ensure the completion of a sufficient amount of treat- 
ment. 

The risk of the transmission of syphilis to the unborn child from 
an infected mother is present in each pregnancy, whatever the 
amount of treatment before conception. This risk can be greatly 
reduced by treatment during the pregnancy. To increase the 
probability of the discovery of syphilis early in the course of preg- 
nancy, it was provided March 18, 1938, in the Public Health Law, 
Section 383-a, that a serological test for syphilis be performed on 
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every pregnant woman the first time she visits a physician in that 
state. 

The Domestic Relations Law was amended April 12, 1938, to 
require a physical examination and serological test for syphilis of 
every applicant for a marriage license. The issuance of a marriage 
certificate to any applicant who, in the judgment of the physician 
to whom he applies for examination, has syphilis in a communicable 

‘Stage is forbidden. The reports of such cases are followed by the 
District State Health Officer in the manner described above, until 
the patient has received sufficient treatment to render him non- 
infectious. 


Public Health Education.—The publicity accorded to syphilis 
by means of the radio, the press, the motion picture, posters and 
public speakers is too well known to require discussion, but is 
recognized as an essential part of the syphilis control program. 


Tuberculosis Control—With Special Reference to Hospitalization 


The hospital treatment of tuberculosis patients should not be 
looked upon as a service only to the individual. Such hospitaliza- 
tion is a public service which protects the patient’s family and the 
gveneral public, and is essential for the control of tuberculosis. 
Where the 1930 Health Commission had as its major recommenda- 
tion the construction of new State tuberculosis hospitals, the 
present Commission has reviewed the problem of hospitalization 
of persons suffering from tuberculosis. 


An Inventory of the Tuberculosis Hospitals —The bed capacity 
of tuberculosis hospitals located throughout New York State, 
exclusive of New York City, totals 5,537, of which 1,149 beds are 
located in the four State tuberculosis hospitals, 3,567 in county 
tuberculosis hospitals, and 821 in municipal tuberculosis hospitals. 
The total number of beds in these 34 official tuberculosis hospitals 
is 5,587 as compared with 2,297 deaths from tuberculosis in 1938— 
a ratio of 2.4 beds per death. In the opinion of some experts, a 
desirable ratio of the number of beds per annual death of tuber- 
culosis is three beds per death. A ratio of two beds per death, 
however, should be the minimum. A study of existing beds in 
county and city tuberculosis hospitals reveals that this ratio varies 
from 5.5, which is the highest ratio in one county, to 1.1. How- 
ever, there are only six counties in the State which have a ratio 
of less than two beds per death, namely—Albany, Orange, Ulster, 
Cattaraugus, Erie, Fulton and Montgomery. 


Investment and Operating Costs of Tuberculosis Hospitals.— 
The present amount of the capital investment of the 30 county 
and city tuberculosis hospitals is estimated at twenty-one million 
dollars, with an annual expenditure of four million three hundred 
thousand dollars for maintenance. In addition, the four State 
tuberculosis hospitals represent an investment of approximately 
five and one-half million dollars with an annual operating cost 


418 MEDICAL CARE IN NEW YORK STATE 


of slightly over one and one-half million dollars. The total invest- 
ment of tuberculosis funds in tuberculosis hospitals, exclusive of 
New York City, is, therefore, about twenty-seven million dollars, 
with an annual operating cost of more than six million dollars. 

The Sources of Financial Support.—There is a wide diversity in 
the source of funds used for the operation of tuberculosis hospi- 
tals within the State. In the original development of tuberculosis 
hospital facilities, the counties and cities assumed the responsi- 
bility for the construction and maintenance of the hospitals. The 
expenses of hospitalization for patients from neighboring counties 
not having a tuberculosis hospital and who were unable to pay, 
were charged back to the county of their residence. 


State Tuberculosis Hospitals—In 1902 the State established its 
own sanatorium for incipient tuberculosis patients at Raybrook. 
This hospital was designed to serve the whole State. A very small 
charge was made to the localities who referred patients for treat- 
ment there. In general the counties were extremely lax in paying 
this charge and it has been discontinued. During the period from 
1932 to 1938 three new tuberculosis hospitals of 200 bed capacity 
each were constructed and the capacity of the Raybrook State 
Hospital was increased. Three State hospitals are designed to 
serve those counties in the State which do not maintain their own 
tuberculosis sanatoria. Two dollars and fifty cents a day toward 
the cost of hospitalization for those patients unable to pay is 
charged back to the county. 


County Tuberculosis Hospitals—With the development of full- 
time county departments of health which are eligible by law for 
a 50 percent reimbursement of their cost on a State-aid to county 
basis, the State assumed responsibility for half the operating 
expenses of tuberculosis hospitals located in several of those 
counties maintaining county departments of health. During 1939 
State-aid to counties for the maintenance of tuberculosis sana- 
toria was rendered to the following counties: Cattaraugus, 
$23,900; Columbia, $31,469.50; and, Suffolk, 68,605. Westchester 
County, while maintaining a County Department of Health, does 
not receive State-aid for its tuberculosis sanatorium because the 
tuberculosis sanatorium is under the administration of the County 
Welfare Department. Likewise, Nassau County does not receive 
State-aid on its sanatorium. The remaining 21 counties main- 
taining tuberculosis sanatoria do not receive State-aid toward the 
operation of their tuberculosis hospitals. 


City Tuberculosis Hospitals ——Buffalo and Yonkers both main- 
tain tuberculosis sanatoria, the support of which is at present a 
full responsibility of the respective cities. 


Utilization of Hospital Beds.—As a result of many factors, the 
most important of which is in the reduction in the death rate, as 
well as the reduction in the incidence of tuberculosis in the popu- 
lation, some counties are not fully utilizing existing tuberculosis 
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bed facilities, in consequence of which there is a relatively large 
number of vacant beds, while other counties, and especially the 
larger ones, are woefully lacking in sufficient facilities to meet the 
present demands. 

Patients, especially in Buffalo, in Westchester County and in one 
or two other counties, are unable to secure prompt hospitalization 
because of inadequacy of bed facilities, while under the present 
system vacant. beds prevail in neighboring counties or sections of 
the State. Many hospital beds are at present occupied by patients 
who might safely be transferred to their homes thus allowing the 
use of such beds for open infectious cases. 

This maldistribution and malutilization of tuberculosis hospital 
beds in Upstate New York is a major problem. Table 112 shows 
the distribution of counties by percentage decline in the death 
rate from 1926 to 1938. Table 113 shows the percentage utilization 
of beds by adult patients in relation to the total number of beds 
available. These tables are on pages 420 and 421. 

There is no question but that there are a sufficient number of 
eases of tuberculosis throughout the upstate area to occupy all 
the available beds. However, economic, social, industrial and 
domestic influences deter many patients from accepting hospital- 
ization. 

Some of the county and city tuberculosis hospitals render serv- 
ices. of such poor quality that they fail to secure a full return on 
their investment for tuberculosis control. A tuberculosis hospital 
may be said not to adequately serve the area under its jurisdiction 
unless it utilizes adequate modern diagnostic and therapeutic 
equipment and has an active case finding and case follow-up service. 

Many of these hospitals have facilities, usually in separate 
buildings, for the hospitalization of children. A vast majority of 
the beds so used have been of the so-called ‘‘preventorium’’ type. 
Recent studies, however, indicate that the hospitalization of chil- 
dren in preventoria does not materially contribute to the control 
of the disease, and that children, except those with active tuber- 
culosis, or those whose home contact with an open case of tubercu- 
losis cannot otherwise be broken, do not need this form of 
treatment. Adequate environmental surroundings may be provided 
for children formerly hospitalized in preventoria in a much more 
economic way. On the other hand, most of the hospital facilities 
previously used for children can, with minor building alterations, 
or remodeling, be made suitable for the hospitalization of adults. 
At the present time, 21 of the 30 county and city tuberculosis hos- 
pitals are utilizing less than 90 percent of their beds for the hos- 
pitalization of adults. Of this group, 13 are utilizing less than 
75 percent of the available beds for this purpose. 


Future Reallocation of Hospital Beds May be Necessary.— 
Should the tuberculosis death rate continue to decline it will be 
necessary for public authorities to arrange for a more effective 
utilization of available hospital beds for tuberculosis, so that 
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areas of large population with higher death and case rates from 
tuberculosis may have the use of a sufficient number of beds, and 
the smaller areas may be served by larger and better equipped 
hospitals. 


TaBLe 112 
New York State (Exclusive of New York City) 
TusBercuLosis Conrro. — WitrH SrectAL REFERENCE TO HOSPITALIZATION 


PERCENT DECLINE IN RESIDENT TUBERCULOSIS DEATH RATE 
BETWEEN 1926 AND 1938 
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1926-1938 
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Tasie 113 
New York State (Exclusive of New York City) 
TUBERCULOSIS ControL — WitH SpreciaL Rererence To HospIraLizaTION 


PERCENT UTILIZATION OF TOTAL AVAILABLE BEDS! BY ADULTS IN 
THE COUNTY AND MUNICIPAL TUBERCULOSIS HOSPITALS 
LOCATED OUTSIDE THE STATE TUBERCULOSIS 
HOSPITAL DISTRICTS, 1938 


Percent 
: utilization 
Hoapitel of total beds 
by adults 
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1 Includes all adults’ and children’s beds. 
2 No children’s beds available. 


From the standpoint of public economy, it will be necessary to 
devise some method whereby the costs of hospital care for tuber- 
culosis patients may be paid for so that patients may be moved 
from one area to another with the elimination of the restrictive 
and burdensome reimbursement methods which now exist. 

Further, the development of surgical services for the care of 
tuberculosis patients, which are now provided in the State tuber- 
culosis hospitals and which is a highly specialized branch of 
modern treatment, should be available to all tuberculosis patients 
needing such type of treatment. It seems urgent that a system 
be developed whereby patients being cared for in sanatoria not 
equipped to render surgical care and other specialized treatment 
may be sent to a State hospital when in need of this care. This 
referring mechanism should not be hampered by the existence of 
county boundaries. 
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Economic Factors in the Hospitalization of Tuberculosis 
Patients —Public Welfare Law: Differences exist between the Pub- 
lic Welfare Law, County Law and State Public Health Law rela- 
tive to the administration and determination of ability to pay for 
care of patients suffering from tuberculosis, 


Public Welfare Law, Section 86, reads as follows: 


‘‘The public welfare district shall likewise provide suitable care 
for patients suffering from tuberculosis in a county or city tuber- 
culosis hospital or in any other hospital or sanatorium approved 
by the state board of charities or in a boarding house approved 
in writing for this purpose by the health officer in charge of the 
locality where it is situated, 

“In a public welfare district which has no tuberculosis hospital, 
the commissioner, upon receipt of a written application accom- 
panied by a certificate of a reputable physician, stating that he 
has examined such applicant within ten days next preceding and 
that such applicant is, in his judgment, suffering from tubercu- 
losis, may apply to the superintendent of any tuberculosis hos- 
pital for the admission of such patient. The commissioner shall 
furnish a blank to be used by physicians for such certificates. 

‘‘The commissioner may apply for admission to the New York 
state hospital for the treatment of incipient pulmonary tuberecu- 
losis on behalf of any patient suffering with tuberculosis in an 
incipient stage, or suspected of having tuberculosis in an incipient 
stage. Applications and admissions to such hospital shall be made 
in accordance with the provisions of the public health law, and 
regulations of the state commissioner of health.’’ 


County Law: The County Law, Sections 45 to 49-E provide for 
the administration of county tuberculosis hospitals. Under Sec- 
tions 49 and 49-A of this law, any resident of the county in which 
the hospital is situated may make application to the superintendent 
or any physician for the admission to the hospital. Should the 
superintendent upon receipt of such application decide that the 
patient is a suitable one for treatment or diagnosis in the hospital, 
the patient is admitted. Provision is made on the application 
form for the referring physician to state whether in his judgment 
the patient is able to pay in whole or in part for his care. Follow- 
ing admission the superintendent shall cause inquiry to be made 
as he may deem necessary regarding the ability of the patient’s 
relatives to pay. If in his judgment a patient can pay in whole 
or in part for the treatment, he is required to do so. 


State Public Health Law.—Sections 339 and 340 of Article 
16-A contain provisions whereby application for admission of 
patients to the State tuberculosis hospitals from the counties in 
the prescribed areas of such hospitals is made according to a pro- 
cedure similar to the one provided for in the County Law. After 
admission of the patient, the superintendent of the State tuber- 
culosis hospital shall cause an inquiry to be made as to the patient’s 
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or his relatives’ ability to pay for his hospital care. If in his 
judgment they are not able to pay, the bill is sent the first of the 
following month to the clerk of the board of supervisors. 


Confusion in the Admimstration of These Laws: Section 86 of 
the Public Welfare Law is evidently an outgrowth of the original 
Chapter 733 of the Poor Laws adopted in 1872. Originally the 
purpose of this law was to provide hospital care for indigent per- 
sons suffering from tuberculosis, although its scope is now 
extended by Section 83 of the Public Welfare Law. 

Under the County Law the determination of ability to pay for 
hospitalization is a responsibility of the superintendent of the 
county hospital; the local welfare commissioner is not mentioned 
in this connection. 

The intention of the Public Health Law, with reference to the 
maintenance of State tuberculosis hospitals, was a similar change 
of responsibility for the determination of ability to pay from the 
local welfare officers to the superintendent of the State tubercu- 
losis hospital. 

Largely because of the confusion in the interpretation of the 
relevant provisions of the Public Welfare Law, the County Law 
and the State Public Welfare Law, patients who are not definite 
indigents in many counties sometimes have a difficult time in secur- 
ing hospitalization. It has been reported that there are a few 
counties where all approval for tuberculosis hospitalization is dele- 
gated to the county commissioner of welfare. Under this arrange- 
ment many of the patients are not provided with hospitalization 
unless they are indigents or unless small family resources are 
expended for hospital care, which in turn may result in families 
becoming indigent. It has been further reported that in the few 
counties in which there is a county tuberculosis hospital estab- 
lished under the County Law, the county welfare commissioner 
or the local supervisor or town welfare officer passes upon the hos- 
pitalization of cases of tuberculosis admitted under the provisions 
of the County Law. 

This practice of placing hospitalization of tuberculosis on a 
welfare rather than a public health basis is reported to have a 
serious direct and indirect influence on the control of the disease. 
This influence may be felt in the following ways: first, in post- 
poning the admission of patients early in their disease when 
treatment not only is less costly but also when the chance of 
recovery is much greater; second, it increases the opportunity 
for the spread of the disease in the home and elsewhere due to 
postponing or preventing the isolation of infectious cases; and, 
third, particularly in small communities, the information from 
patients that their families must surrender life insurance policies, 
increase their mortgages, sell some of their cattle, or in other 
ways exhaust families’ small resources acts as a definite deterent 
to other patients who may require hospitalization. 

These conditions which prevail in the few counties where deci- 
sion as to financial eligibility of patients is made by public welfare 
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officials are reported to be retarding the progress made in our 
State tuberculosis hospital areas. Although there is no specific 
provision in the Public Health Law requiring it, the county boards 
of supervisors refer case reports of patients hospitalized in the 
State tuberculosis hospitals to the local welfare department for 
investigation, decision and collection. 

The hospitalization of cases of tuberculosis should not be con- 
sidered primarily as making provision for medical care on the 
same basis as is provided for medical care by welfare officials for 
most other diseases. The hospitalization of patients suffering from 
tuberculosis is fundamentally and primarily a public service for 
the protection of the health of other people. The treatment, how- 
ever, of the individual, after he is admitted to the hospital, is a 
personal matter with that patient and does include, of course, such 
medical and surgical measures as may be necessary to rehabilitate 
such patient. 


The Need for Amendments to Present Laws: It is apparent that 
there is an urgent need for amendments to the present laws, as 
well as changes ip present practice, to ensure hospitalization for 
tuberculosis on a public health rather than a welfare basis. Con- 
sidering the economic status of all but a very small percentage of 
tuberculosis patients, it is believed that the amount of revenue 
which can be justly obtained through the payment for hospital care 
by patients or relatives, would be greater if the Public Health Law 
were changed, making it permissible rather than obligatory to pay 
in whole or in part when the patient can afford to do so. 

As a matter of actual experience, the yield in dollars in tubercu- 
losis hospitals by direct payment of patients or their relatives is 
such an insignificant amount that, at least in sections of this State, 
the cost of making the investigations for all patients admitted, 
which are made in accordance with present laws, exceeds the amount 
of revenue which has been obtained from the few patients who were 
determined as able to pay for hospitalization. 

The fact that but a small percentage of families in which tuber- 
culosis is a problem can afford to pay for hospital care is evidenced 
by national and state surveys, and figures compiled by the Division 
of Tuberculosis, New York State Department of Health. 

According to the survey of the tuberculosis hospitals by the 
American Medical Association in 1935, only 9 percent of all patients 
hospitalized in all tuberculosis hospitals in the United States were 
able to pay for part of their care, and only 6 percent for all of their 
care. 

In county and city tuberculosis hospitals in Upstate New York, 
the total amount of money received from patients who were able 
to pay for part or all of their care represents less than 3 percent 
of the total cost of running these hospitals. 

Of the 30 county and city tuberculosis hospitals complete data is 
available for only 18. Last year $2,481,613.23 was expended by 
these 18 hospitals and $54,909.88 collected from patients, residents 
of the respective counties, who were able to pay for their eare. 
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This represents 2.2 percent of the total expenditure for the purpose 
in these hospitals. 


Cost of Tuberculosis: A recent analysis of 100 consecutive 
admissions to the Mount Morris Tuberculosis Hospital revealed that 
over half of these patients were either on relief or had a total 
annual family income of less than $1,000, and 32 additional families 
had an income of between $1,000 and $2,000. Nine had a family 
income of between $2,000 and $3,000, and four between $3,000 and 
$4,000, while the additional four could not be clearly classified. 
Subtracting those patients who were admitted for diagnostic pur- 
poses and whose length of stay was only one, two, or three weeks 
and who could afford to pay for their hospital care for this period, 
only two patients had a family income sufficient to carry the bur- 
den of the cost of hospitalization. This 2 percent parallels the 
figures previously quoted. 


Possible Need for Financial Grants in Aid to Families of Tuber- 
culosis Patients: The dire results of further depleting the financial 
resources of families in which tuberculosis exists is not well known. 
Insufficient nutrition, more cramped and less sanitary living quar- 
ters, and overcrowding all become the natural outcome of depleted 
family resources and all contribute to the spread of tuberculosis. 
As a matter of fact, in addition to relieving families of the financial 
obligation of payment for a patient’s care, there seems to be con- 
siderable evidence to warrant financial assistance to families in 
which tuberculosis is a problem. Grants should be given in a man- 
ner free from any stigma of indigency. Should the policy of recog- 
nizing tuberculosis fundamentally as an economic problem be 
adopted, as it has been in the eradication of tuberculosis in cattle, 
but using different methods applicable to the human problem, 
enormous economic and health benefits would accrue. 

A summary of the tuberculosis hospitalization situation in New 
York State, exclusive of New York City, reveals the following: 


1. There appears to be no actual excess in the number of neces- 
sary beds to provide for hospitalization of needy cases of tuber- 
culosis. 

2. There is a maldistribution of tuberculosis hospital beds which 
is resulting in economic waste and is preventing hospitalization of 
many persons suffering from tuberculosis. 

3. Confusion in the administration of the Public Health Law, 
the County Law and the Public Welfare Law is hampering the 
control of tuberculosis through the application in some counties of 
a policy requiring indigency for the admission of tuberculosis 
patients to hospitals as public charges. 

4. The large public investment and the current cost of operating 
these hospitals together with the unequal distribution and ineffi- 
cient utilization of beds warrants a thorough appraisal of the 
existing system of operation to determine how future economies 
may be effected. This study is warranted in order that people 
from every section of the State will be provided and equal oppor- 
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. tunity for treatment, as well as for protection against the spread of 
this disease. 


Among the possibilities which deserve consideration are: (a) 
State-wide operation of all tuberculosis hospitals on a regional basis 
so that vacant beds in one county may be used in meeting the 
urgent needs in neighboring counties; (b) a combination of State 
operation of some hospitals and State-aid for others; and (c¢) 
State-aid for all local public tuberculosis hospitals. 


Tuberculosis Hospitalization in New York City—There exists 
urgent need for additional hospital beds for the care of tuber- 
culosis patients in New York City. At least 5,000 additional beds 
are needed to fulfill present requirements according to an estimate 
of Dr. 8. S. Goldwater, Commissioner of Hospitals in New York 
City. At the present time approximately 5,250 beds are in use. in 
public institutions for the tuberculous. This figure includes beds 
at the New York City Sanitorium at Otisville and at the State 
Tuberculosis Hospital at Raybrook. 

New York City now has slightly more than one bed for each 
annual death from tuberculosis in contrast to the ratio of 2.4 beds 
existing in Upstate New York. As evidence of the present deficit 
in tuberculosis hospital facilities in New York City, the overcrowd- 
ing in September, 1939, is presented. The eight tuberculosis hos- 
pitals operated by the Hospital Department have a combined bed 
capacity of 2,811. At the beginning of September there were 3,173 
patients hospitalized in these institutions, an excess of 362 over 
the normal capacity. At the same time 303 patients ready for 
immediate admission were on the waiting list at the Hospital Admis- 
sion Bureau. 

New York City receives no State aid for the maintenance of its 
tuberculosis hospitals. The only State assistance is in the form of 
a small] allotment of beds for New York City patients at the Ray- 
brook State Tuberculosis Hospital. 

There is a divided public responsibility for the control of tuber- 
culosis in New York City. Prior to 1929 the hospitalization of the 
tuberculous was under the jurisdiction of the Department of Health. 
In 1929 hospital facilities were consolidated under the Department 
of Hospitals. The registering, case finding, and supervision of 
tuberculosis patients still rests with the Department of Health. 
Both the Departments of Health and Hospitals operate diagnostic, 
consultative, therapeutic and follow-up clinics independently of 
one another. 


Dental Care—With Emphasis on Oral Hygiene in Childhood 


The wellnigh universal need for dental care has been brought out 
through various surveys. Studies in New York City have found 
over 90 percent of school children with dental disease. Practically 
all adults are found to have dental disease in some degree. 

Attempts have been made to estimate the costs of needed dental 
services. For children a cost of $10 per year per child with a 
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reduction of 50 percent after the second year of dental care is the 
characteristic estimate. The actual costs, exclusive of orthodontic 
treatment, at the Murry and Leonie Guggenheim Dental Clinic in 
New York City, have been slightly higher than these estimates. 
The relative extent of dental costs for children may be appreciated 
when it #; remembered that the annual cost of elementary school 
education in the larger cities is slightly over $100. 

For adults in need of dental service the average total cost of 
rehabilitation at clinic rates was estimated at $84. To obtain this 
estimate the needs of a group of patients who presented themselves 
for care at the Temporary Emergency Relief Administration Den- 
tal Clinic in New York City were used as average adult needs and 
the charges of a self-supporting pay dental clinic in New York City 
were applied. Other studies of incidence of dental disease in 
adults indicate that the conditions considered were not exceptional 
for urban populations. 

Dentistry is expensive when compared with other health services. 
It is, therefore, particularly important to take a preventive 
approach in this field. This has been the object of governmental 
efforts which have been directed mainly toward the preschool and 
school age groups. By maintaining good oral hygiene in childhood 
the need for extensive dental restorative work in adult life should 
be materially reduced. Evidence that nutrition and general bodily 
health play important roles in the prevention of dental disease sug- 
gests that dental hygiene should be an integral part of the general 
health program. It is felt that dental hygiene as part of the school 
hygiene program can, by instilling good habits and attitudes, aid in 
preventing adult dental ills. 

In New York State Dental Hygiene is included among the health 
services promoted and supervised by the Department of Education. 
The responsibility for this school dental program rests with the 
local boards of education and trustees. There is an increasing 
tendency to employ dental hygiene teachers who combine educa- 
tional with service functions. 

In the New York State Department of Health, oral hygiene ac- 
tivities are carried on by the Division of Maternity, Infancy and 
Child Hygiene under the direction of a full-time dentist. During 
1939 elinies organized in 101 communities in 14 upstate counties 
made use of the services of local part-time dentists and dental 
hygienists. These clinics served 198 infants, 3,217 preschool chil- 
dren and 118 pregnant women in 1939. The establishment of this 
clinic program is sponsored by the State and the local communities 
and participates in Federal grants. The program is designed to 
serve the preschool child and the expectant mother, and education 
of the public in the importance of childhood dentistry is stressed. 

In New York City the Dental Division of the Department of 
Health is now included in the Bureau of District Health Adminis- 
tration. During 1938 this division operated 135 clinics, the 
majority in public schools, and 87,141 children made 354,791 visits 
to these clinics. The growth of this clinic service is shown by 
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comparison with the 1934 figures when 83 clinics served 51,580 
children who made 165,622 visits. The New York City Department 
of Health dental service is educational, prophylactic and opera- 
tive. In addition to the Civil Service employees, WPA and ERB 
assigned professional personnel to the Department for this work. 


Drug Addiction Control 


An estimate of the extent of the problem of narcotic addiction 
in New York State places the number of addicts at about 4,000.7 
It is impossible to obtain exact information, since no reporting of 
this disease is in force. 

Narcotic addiction is now recognized as a disease entity with 
definite symptoms. It is one of especial interest to the community 
because of the psychological and social adjustment factors 
involved. The addicted individual becomes most dangerous to 
society when he cannot secure his supply of the drug which he 
needs to prevent violent withdrawal symptoms. Then he may 
resort to law breaking to obtain it. In California it was estimated 
by a legislative commission that 80 percent of addicts become 
criminals. . 

That the problem is an increasing one is illustrated by a state- 
ment from the Bureau of Narcotic Control of the New York State 
Department of Health. During the month of April, 1940, among 
commitments to Onondaga Penitentiary there were more addicts 
arrested and convicted of law violation than during any month 
in the last ten years. However, not all offenses of drug addicts 
can be charged to addiction, since factors which lead to criminality 
also lead to a higher proportion of addiction among criminals 
than among the general population. The Bureau of Narcotic Con- 
trol further reports a tendency of magistrates in New York State to 
suspend sentence in the case of drug addicts convicted of petty 
crimes. This is no doubt due to the lack of treatment facilities in 
penal institutions and the recognition that the addict is in need of 
medical treatment rather than ‘‘correction.”’ 

Medical treatment of narcotic addicts is hampered by lack of 
hospital facilities for their care. Ambulatory treatment was tried 
in New York State in 1919 and discarded. No State hospital 
facilities for treatment of drug addiction exist except in the State 
mental hospitals. Both public and private general hospitals are 
reluctant to admit addicts as they are difficult and undesirable 
patients. Care in private institutions designed for the purpose, 
is prohibitively expensive for the majority of addicts. A few 
counties have made arrangements for short courses of treatment 
in general hospitals. These are usually for only long enough to 
withdraw the drug and seldom allow time for psychiatric rehabili- 
tation. 

A report of the sub-committee of the Committee on Public 
Health Relations of the New York Academy of Medicine has sum- 


7 Director, Bureau of Narcotic Control, New York State Department of 
Health, May, 1940. 
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marized public facilities for the treatment of narcotic addicts and 
alcoholics as follows: 

‘*With the exception of two institutions operated by the United 
States Public Health Service, one at Lexington, Kentucky, and 
the other at Fort Worth, Texas (which are generally known as 
‘nareotie farms’), there is no public provision for New York 
residents for the treatment of drug addiction except in penal and 
correctional institutions. For those addicts in moderate circum- 
stances who desire a cure but who cannot afford treatment at $8.00 
or $10.00 a day in private institutions and who cannot gain 
admission to the federal farms (which are populated with addicts 
from federal prisons as well as those who seek treatment volun- 
tarily), the only available facilities are prisons to which they can 
gain admission by applying for a voluntary commitment before 
a magistrate. The treatment offered in the correctional institu- 
tions can in no way be considered as adequate. At Riker’s Island 
it is of a 100 days’ duration and in the House of Detention for 
Women it is limited to 42 days. This allows little time for any 
treatment beyond the withdrawal of the drug and a short period 
of subsequent physical building up; no opportunity is available 
for the investigation and psychiatric treatment of those mental 
and emotional factors which are the primary cause of the addiction 
and without whose correction any permanent cure is impossible. 

‘‘The problem of drug addiction in these institutions is by no 
means a small one. In 1939, 2,000 drug addicts were admitted to 
Riker’s Island, either by self-commitment proceedings or because 
of a sentence. During the same year 800 addicts were admitted 
to the Women’s Prison, about one-third of whom were self- 
committed. A census taken at Riker’s Island on a single day last 
March revealed that of the 1,159 inmates, 557 or 48 percent were 
drug addicts. One hundred of these inmates were self-committers 
and 60 were sentenced on the grounds of possession of drugs. A 
study of addicts who received penitentiary sentences in 1934 
reveals that only 14 out of 151 addicts were serving their first 
sentence and that 96 had had 5 or more previous sentences. 
According to the Deputy Commissioner of Correction ‘. . . it is 
evident that drug addicts form one of the larger, if not the 
largest group of recidivists in our penitentiary population.’ 

‘‘From its preliminary review of this problem, the Subcommittee 
is convinced that, while some provision should be made for the 
complete cure of those addicts for whom the chances of rehabili- 
tation appear to be good, it would be financially impossible and 
of problematic worth for the community to provide facilities for 
the long-term care of all addicts. Privately endowed institutions 
which could select patients on the basis of possible social reclama- 
tion would be preferable to state institutions which would have 
to open their doors to the rank and file of applicants. 

‘‘The experience of the authorities at the Lexington narcotic 
farm indicates that many self-committed addicts leave the insti- 
tution before the treatment is completed, A judicial interpreta- 
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tion has declared that self-committers cannot be detained against 
their will. The Subcommittee has been informed that long-term 
commitments to privately endowed, experimental institutions 
could be more easily arranged than lengthy commitments to gov- 
ernment institutions. 

‘‘Wurthermore, in the opinion of the Subcommittee, the alco- 
holic, as well as the drug addict, should be given an opportunity 
for cure, and because of the similarity of the two problems, the 
two types of patients might well be cared for in the same institu- 
tion. It has been suggested that inclusion of inebriates might 
stimulate financial support for such a project. 

‘‘The Subcommittee therefore recommends that consideration be 
given to the possibility of establishing a privately financed insti- 
tution to treat alcoholics and drug addicts for whom there are 
indications of possible reclamation. The institution should be 
devoted primarily to research in causes and treatment of alcoholism 
and drug addiction. Besides hospital accommodations for research, 
it should also have facilities for training the inmates in various 
skills and occupations, and should have an employment service and 
a follow-up service. Such an experimental research institution 
may eventually lead the way to a better understanding of how 
to deal with this problem on a more comprehensive scale through 
public agencies.”’ 


The Legislative Health Commission recognizes that the control of 
nareotic addictions, is one of the many health problems involved 
in the formulation of a State health program. 


Physical and Social Rehabilitation for Handicapped Children 


The New York State Department of Health, following the 
poliomyelitis epidemic of 1916, began a program of rehabilitation 
of handicapped children. The service grew and in 1926 the State 
Legislature passed amendments to the Children’s Court Act and 
to the State Education Law establishing a definite program to 
provide this rehabilitation. 

The program for rehabilitation of crippled children is the joint 
responsibility of the local community, the Children’s Court and 
the State Departments of Health and Education. No public funds 
can be expended for a child without an order of the Children’s 
Court judge. If the State Departments of Health and Education 
approve the service called for, State aid up to one-half the amount 
is granted to the local community from a fund in the budget. of 
the State Department of Education. Since medical service for 
crippled children .is expensive and long drawn out, the average 
family is unable to afford the cost. Neither is the average locality 
able to afford. competent and adequate service and care for its 
crippled children. 

The demands on the State program of rehabilitation of crippled 
children increased, and, upon the recommendation of the 1930 
New York State Health Commission, this work was established 
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as a Division of Orthopedics in the State Department of Health.® 
The Division is headed by a physician director and has a central 
office staff. For administrative purposes the State is divided into 
five districts, each of which is headed by a part-time District State 
Orthopedic Surgeon. 

The Division of Orthopedics of the State Department of Health 
has as its chief activity the diagnosis, treatment, supervision of 
eare and follow-up procedures of all orthopedic cases reported to 
it. Carrying out these activities during the year 1939, a total of 
360 clinic sessions were held with an attendance of 12,245 patients, 
of which 2,917 were new patients. 

Thirty-two State orthopedic nurses, including a _ supervisor 
and an assistant supervisor of orthopedic nurses, have been doing 
field work during the past calendar year. A total of 32,513 visits 
to and in behalf of orthopedic patients were made by the ortho- 
pedie nurses during the year 1939. This service was rendered to 
a total of 8,381 patients, an average of approximately four visits 
per patient. 

The total amount approved for State aid by court order for the 
calendar year 1939 was $916,688.91, an increase of approximately 
$140,000 over the previous year. A large proportion of the 
increase was for care given in the City of New York, since several 
institutions in New York City not previously approved for State 
aid reorganized their work to conform with State regulations. 
The total number of court orders calling for this expenditure was 
2,922, for a total of 2,301 patients, 1,353 of whom had not received 
State aid prior to 1939. 

Under the provisions of the Social Security Act, the Federal 
Government allocated $147,056.50 to New York State for crippled 
children’s work during the fiscal year 1939-1940. Plans approved 
by the Federal Government called for an expenditure of $147,818. 
The additional amount needed was covered by a portion of the 
unexpended balance as of July 1, 1939, which was $141,736.45. 

The Division of Orthopedics cooperates with the State tubercu- 
losis hospitals by rendering an active orthopedic service. This 
includes consultation and medical service for any bone and joint 
condition hospitalized in these institutions. The number of 
patients requiring this care is increasing. At the present time 
about one-third of the time of one physician of the Central Office 
staff is devoted to this service. 

Several requests for orthopedic service have been negelved in 
the past from the State Department of Correction. In 1939 an 
effort was made to comply with these requests in several institu- 
tions under the jurisdiction of that Department. 

The New York State Reconstruction Home for the rehabilitation 
of handicapped children is maintained by the State at West Haver-. 
straw. This hospital is under the jurisdiction of the State depart- 
ment of Health and has a capacity of 350 beds. ° 


8 Chapter 481, Laws of 1931. 
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The Division of Orthopedics makes an effort to inform the gen- 
eral public concerning the aims of its program and the services 
available in New York State for the rehabilitation of crippled 
children. The program stresses the responsibility of the local 
community toward the rehabilitation of handicapped children and 
presents the State Department of Health as an agency to assist 
the family, physician and local community. 


Extension of Approved Laboratory Facilities and Services 


It is of public health concern that the identification of disease 
be made promptly. The service rendered to physicians by labora- 
tories in the discovery, identification, prevention and therapy of 
disease is indispensible to the modern practice of medicine. The 
application of biology to the scientific control of disease has 
broadened the scope of service rendered by the laboratory to the 
physician, the patient and the general public. 

The Commission recognized the importance of laboratory serv- 
ices to the health of the public by including in its Preliminary 
Report to the Legislature the recommendation ® for the improve- 
ment and extension of services. The realization of this recommen- 
dation includes: 


1. Further development of diagnostic service by continuing 
grants of State aid to county and city laboratories and by encour- 
aging expansion of such approved systems or their establishment 
where such services cannot be provided by arrangements with 
existing laboratories, so that facilities including the advice and 
counsel of competent experts in pathology and _ bacteriology 
through personal consultation locally, are readily available to 
every physician in the State. 

2. Further provision as indicated of diagnostic, prophylactic 
and therapeutic preparations by the State Department of Health, 
so that the general practitioner may have these essential aids 
within reach for his patients in all income brackets. 

3. Continuation and extension of research and related field 
studies by State and local laboratories with the aim of improving 
and developing technical methods and thus of providing more 
efficient or new aids to the practicing physician particularly in 
such baffling but urgent problems as the virus diseases and those 
of indeterminate nature. 


Present Laboratory Services.——In New York State 424 hospitals 
maintain clinical laboratories and 96 hospitals send out all of their 
laboratory diagnostic work. There are at present in the State 
exclusive of New York City approximately 130 local diagnostic 
laboratories approved by the State Department of Health and 
located in 45 of the 57 counties included. With important excep- 
tions all sections of the State are within reach of one or more of 


9 Preliminary Recommendation 6. Preliminary Report Transmitted May 
15, 1939 (Legislative Document 1939), No. 97, p. 4. 
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these laboratories. The majority are located in hospitals. Since 
1937 laboratories applying for approval must as a prerequisite 
for consideration be directed by a physician thoroughly trained 
in pathology as well as in other diagnostic laboratory procedures 
and qualified to act as a consultant. These laboratories must be 
equipped to perform all of the principal tests which are considered 
essential to the efficient practice of medicine. State aid is granted 
to most of the approved county and city laboratories to broaden 
their facilities and to insure free service for patients unable to pay. 

The Progress and development of local laboratory service in 
the State are shown by the number of examinations made in the 
approved laboratories, namely 3,956,092 in 1938 contrasted with 
102,000 in 1915. During the same 23 years the examinations in 
the Division of Laboratories and Research of the State Depart- 
ment of Health increased from 48,000 to 651,903. 


Provision of Prophylactic, Therapeutic and Diagnostic Prepara- 
tions.—Antitoxins, sera and vaccines are prepared and distributed 
to physicians free of charge by the Division of Laboratories and 
Research of the State Department of Health through 200 district 
laboratory supply stations established in accordance with the 
Public Health Law and located throughout the State exclusive 
of New York City. Stations in areas not provided with approved 
local diagnostic facilities also maintain outfits for the submission 
by physicians of specimens to the Division of Laboratories and 
Research. A few outfits are kept in all stations so that specimens 
can be submitted to the Division for confirmatory examination. 
Drugs for the treatment of syphilis have since 1936 been fur- 
nished through supply stations irrespective of the patient’s finan- 
cial status. Several new products, in particular anti-pneumococ- 
eus sera of additional types, have more recently been prepared 
and made available, and this policy will be continued as indicated. 
Diagnostic sera and reagents, prepared and carefully standardized 
at the Division, are furnished to approved laboratories in order 
to promote accuracy and uniformity in diagnostic procedures. 

State Aid for Laboratory Service.—Since 1923 when the Public 
Health Law was amended to provide State aid for the extension 
of local laboratory service particulary in the rural areas, the 
number of counties and cities that have taken advantage of this 
opportunity has continued to increase. While State aid is given 
primarily for the establishment of new laboratories, it has also 
been of assistance in developing existing service. Great care is 
exercised in its administration to insure advancement of the work 
and not to relieve the community of obligations already assumed. 
State aid is granted only to help defray legitimate expenses actu- 
ally incurred. Counties or cities receiving this assistance are 
expected to provide themselves with an approved diagnostic labora- 
tory service that will care for their principal needs. The facilities 
thus provided have been so much appreciated that in no instance 
have the local governments withdrawn their appropriations for 
this purpose. 
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It is the intent of the law that the funds provided will permit 
necessary laboratory work being done at a moderate charge or 
free. Thus, laboratories maintained through State aid are expected 
to do work free of charge in case the physician indicates that 1t 
would be a hardship for a particular patient to pay for the labora- 
tory service. Not only examinations for evidence of communicable 
disease but also all types of essential diagnostic laboratory examina- 
tions are included. 

The State aid law also provides for the establishment of qualifi- 
cations for directors and bacteriologists in charge of laboratories 
receiving State aid. (These qualifications have since been extended 
to apply also to persons in charge of all approved laboratories. ) 
Thus, the standards of local laboratory work throughout the State 
have been advanced and it has been possible to secure directors 
who are eminently fitted for their duties. As a result, the counsel 
of experts in laboratory work has been made available to physicians 
in these districts. 

Nearly all of the laboratories have been established in hospitals, 
where they are particularly accessible. Physicians who come to 
the hospital are afforded an opportunity to discuss puzzling cases 
with the director or to arrange for him to see patients with them 
when necessary. It is desirable when laboratory facilities are 
made available in a county for all hospitals to participate in the 
service, in order to provide physicians with this most essential 
aid in diagnosis. 

Six cities and 19 counties receive State aid for maintaining 
laboratories. Six counties receive State aid towards the service 
rendered under contract. A total of $161,579.08 was granted in 
1938-40. 


APPENDIX 
(See detailed List of Appendices on page 116) 


Appendix A 
STUDY OF MEDICAL CARE FOR NOVEMBER 1939 


Purpose and Scope 


The New York State Temporary Legislative Commission to Formulate a 
Long Range State Health Program desires to evaluate, for a given month, 
the problems and methods in administering medical and hospital care to the 
medically indigent of New York State and to determine: 


I. Medical and Hospital Care Authorized During November 1939 (Form 
MO-1) 
A. Number of Authorizations and Persons Authorized to Receive Medical 
and Hospital Care. 


1, Authorizations and persons classified by relief status and type of 
care. 
2. Authorizations and persons with relief status, classified by type of 
relief and type of care. 
B. Number of Different Persons Authorized to Receive Medical and Hos- 
pital Care. 

1. Number of different persons with relief status, classified by type of 
care and age. 

2. Number of different persons with non-relief status, classified by type 
of care and age. 


II. Volume of Applications for Medical or Hospital Care for Non-relief Cases 
Only, November 1939 (Form MC-2) 


III. Factors Involved in the Disposition of Applications for Medical or Hos- 
pital Care for Non-relief Cases Only (Form MC-2a) 


Procedure 


I. Form MC-1—Medical and Hospital Care Authorized During November 
1939 


This report is to be submitted to the Legislative Health Commission by 
each of the County and City Commissioners of Welfare. 

The County Commissioners will obtain similar reports (omitting Part II 
of Section A—Authorizations and Persons with Relief Status, Classified by 
Type of Relief and Type of Care) from each town under jurisdiction of the 
county. A supply of Form MC-1 is being sent to each County Commissioner 
who will distribute a set of these forms to each town. 

At the expiration of the period of study, each town will submit its report 
on Form MC-1 to the County Commissioner who will utilize the reports 
from the towns in compiling the report for the entire county. 
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II. Form MOC-2—Summary of Applications for Medical or Hospital Care for 
Non-Relief Cases Only, November 1989 


This report is to be submitted by the County and City Commissioners of 
Welfare to the Legislative Health Commission. The same procedure is to be 
followed for the distribution of these forms to the towns within each county, 
and for compiling the report for a given county, as described for Form MC-1. 

Duplicate sets of Forms MC-1 and MC-2 are being sent, in order that 
the County and City Commissioners may retain copies for their own files. 


II. Form MC-2a—Application for Medical or Hospital Care for Non-Relief 
Cases Only 


Each County and City Commissioner is being sent a limited supply of 
this form which is to be filled out for each application pending on November 
1, 1939, and for each application received during the month of November 
1939. The County Commissioners will supply each Town Welfare Officer 
with the required number of forms. 

When the reports on Form MC-2a have been filled out by the towns, they 
are to be returned to the County Commissioner of Welfare who will forward 
them to the Legislative Health Commission, together with the reports on Form 
MC-2a filled out by the County office. 

An additional supply of Form MC-2a will be sent to the County and City 
Commissioners upon request. 


Submission of Data 


The data gathered through the cooperative effort of County, City and Town 
welfare officials are to be the basis for the preparation of one of the sections 
of the report of the Legislative Health Commission, to be submitted to the 
New York State Legislature not later than March 15, 1940. 

County and. City Commissioners are, therefore, earnestly urged to submit 
the reports requested on or before December 15, 1939. 


INSTRUCTIONS FOR PREPARATION OF FORM MC-1, 
MEDICAL AND HOSPITAL CARE AUTHORIZED DURING 
NOVEMBER, 1939 


Sreorron A 


Part I—Authorizations and Persons Classified by Relief Status and Type of 
Care 


Part I of Section A is concerned with the number of authorizations issued 
and the number of persons authorized during November, 1939 to receive 
medical and hospital care. These data are to be shown separately for per- 
sons who, at time of application for medical care, were recipients of public 
relief (home relief, including veteran relief; old age assistance; aid to 
dependent children; assistance to the blind; institutional or foster home care; 
medical care, including hospital or clinic care; or any other form of public 
relief) and for persons who were not recipients of public relief. 


Column 1 represents the total number of authorizations for all per- 
sons and is equal to the sum of columns 3 and 5. 

Column 2 represents the total number of persons (relief and non-relief) 
authorized to receive medical and hospital care and is equal to the sum 
of columns 4 and 6. 


The number of authorizations and the number of persons are to be distrib- 
uted according to type of care authorized as indicated in items II, A-G, 
and III. 


Item I is equal to the sum of items II and III and item II is eqfial to 
the sum of items A-G. 
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Part II—Authorizations and Persons with Relief Status, Classified by Type 
of Relief and Type of Care (not to be filled out by Towns) 


Part II of Section A is concerned with the authorization of medical and 
hospital care for relief recipients only. The number of authorizations and 
the number of persons authorized during November, 1939, to receive medical 
and hospital care are to be reported according to the type of relief received. 
These data are to be further classified by type of medical care authorized, 


It should be noted that the sum of columns 1, 3, 5, 7, 9 and 11 should 
be the same as column 3 of Section A, Part I. It will also be noted that 
the sum of columns 2, 4, 6, 8, 10 and 12 should be the same as column 
4 of Section A, Part I. 


Item I is equal to the sum of items II and III and item II is equal to 
the sum of items A-G. 


Section B 


Number of Different Persons Authorized During November, 1939, to Receive 
Medical and Hospital Care 


This section, which relates to the number of different persons authorized 
for medical or hospital care, is divided into two parts as follows: 


Part I—Refers to the number of different persons who were receiv- 
ing public relief at time of application for medical care, and have been 
authorized during the month of November, 1939, to receive medical or 
hospital care. 

Part IJ—Refers to the number of different persons who were not 
receiving public relief at time of application for medical care, and have 
been authorized during the month of November, 1939, to receive medical 
or hospital care. 


In both Parts I and II, the data are to be reported separately for medical 
and hospital care and are to be classified by sex and age. 

If two or more authorizations for medical or hospital care have been issued 
for a given individual during the month, that individual is to be counted 
only once in this section. 


Column 1 is equal to the sum of columns 2 and 3 and is also the sum 
of columns 4 and 7%. Column 2 is equal to the sum of columns 5 and 8. 
Column 3 is equal to the sum of columns 6 and 9. 

Column 4 is equal to the sum of columns 5 and 6 and column 7 is 
equal to the sum of columns 8 and 9. 


Item I is equal to the sum of items a-1. 
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Form MC-1 


MEDICAL AND HOSPITAL CARE AUTHORIZED DURING 
NOVEMBER 1939 


TORING Oh QUO ia conse ae 


Pa ah 5 Aa sha CO Alle NG Aca Town 


Section A 


NumBer OF AUTHORIZATIONS AND Persons AUTHORIZED DuRING 
NovemBer 1939 tro RecervE Mepicat anp Hosprrau CARE 


Part I — Authorizations and Persons Classified by Relief Status and Type of Care 


Non-REuier 


Tora, Reuier Stratus Sramua 


TYPE OF CARE NUMBER OF NUMBER OF NUMBER OF 


Authori- 


Authori- Pe Authori- 
zations 


Persons zations TSONS | ‘Zations 


Persons 


(1) (2) (3) (4) (5) (6) 


I. Total 
NE Medio Ghie Roca TM Tar eedn aay GF 
A. Physician 
1. General practitioner 
a. Office 


b. Home 


2. Specialist 
a. Office 
b. Home 
3. Obstetrical care 


a. Home 


b. Hospital 


4, Other special services 
by physician 


B. Dental care 


1. Extractions 
2. Other 
C. Nursing care 
1. Registered nurse 


2. Nurse-housekeeper 
D. Drugs 
E. Appliances 
F. Clinic care 
G. Other 


III. Hospital Care (other than obstet- 
rical care 
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APPENDIX A 


Form MC-1 


Name of County... 


Nama.of City... 


Sheet 3 


Section B 


NumMBer oF DirrerRENT Persons AuTHoriIzED Durtnac NovemBer 1939 
To Receive MepicaL AND HospirTaL CARE 


Part I— Number of Different Persons with Relief Status, Classified by Type of Care 


AGE 


I. Total 
a. Under 1 year 
b. 1 year and under 2 
ec. 2 years and under 5 
d. 5 years and under 10 
e. 10 years and under 15 
f. 15 years and under 20 
g. 20 years and under 25 
h, 25 years and under 35 
i. 35 years and under 45 
j. 45 years and under 55 
k. 55 years and under 65 


1. 65 years and over 


and Age 


ToTaL Mepicat Care Hosprtan Carn 


Total | Male |Female} Total | Male |Female| Total | Male | Female 


——EE— ———EE— EEE EE EE Es a | 
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Form MC-1 Sheet 4 
Namie'ot County te nv se. ee ci) 


Name: of City:2. 2000 ee ra TOW icc ics ee 


Section B (Continued) 


Part II — Number of Different Persons with Non-Relief Status, Classified by Type of 
Care and Age 


TorTaL MepicaL Care Hosprrat Care 


Total | Male |Female |} Total | Male |Female| Total | Male |Female 


. Under 1 year 


a 
b. 1 year and under 2 


. 2 years and under 5 


c 
d. 5 years and under 10 


e. 10 years and under 15 


f. 15 years and under 20 


g. 20 years and under 25 


a 


. 25 years and under 35 


i. 35 years and under 45 


j. 45 years and under 55 


k. 55 years and under 65 


1. 65 years and over 


(Signature) (Title) 


Form MC-2 
Appendix B 


SUMMARY OF APPLICATIONS FOR MEDICAL OR HOSPITAL CARE, 
NOVEMBER 1939 


_ (For Non-Relief Cases Only) 


Name of County. 222.2022. 
Name of City.__.__...... Bilson toy a ew isilat. aici oo Wee aeege ety 
aD Peni on trorember 1 21908. 30. je ligsad uuioiivisoies  lepbide ee, 
a Meetived during month... ../.9./7. 20. Hii oox ys. od). dliw thes attic. 
3. Total during month (sum of items 1 and 2)..............002060 feces 
4. Disposed of during month (sum of items 4a-4c). 2.0... 6666 ceeecceeeeee eee 
DEC AMDTOMOR oan fis Hike sdk nae wes Bee Ran. ghee ee 
a eels: SR PMBE ES Ss RT ARN EF? EAR Om 
c. Disposed of for other reasons 
Curate wes, COACHES, G66.) 52. ee 
5. Pending on November 30, 1939 (item 3 minus item 4).......0 eeeeeeeeeeeeee 


Nors.— The total number of reports submitted on Form MC-2a should agree with 
the number recorded in item 3. 


pe ween een n merce re e-em  oe ene. een wenn en enecneeesseeneeesaeeees 0 tem ennnan nn en nee - asec eeeneee--0---5 wewereesn = noes een------- 


(Signature) (Title) 
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Appendix C. 


INSTRUCTIONS FOR PREPARATION OF FORM MC-2a, 
APPLICATION FOR MEDICAL OR HOSPITAL CARE 


Form MC-2a is to be filled out for each application pending on November 
1, 1939, and for each application received during the month of November 
1939, for medical or hospital care, where the applicant is not receiving pub- 
lic relief, such as home relief (including veteran relief), old age assistance, 
aid to dependent children, assistance to the blind, institutional or foster home 
care, medical care (including hospital or clinic care),.or any other form of 
public relief, with the exception of WPA. 

Item 1—Enter the number assigned to the case if the application was 
approved during the month, If the application was denied during the month 
or is still pending at the end of the month, and, therefore, no case number 
has been assigned, enter the application number. | 

Item 3—Enter the age (as of last birthday) of the applicant at time of 
application. 

Item 5—Report separately the number of related members (including 
applicant) and unrelated members in the household. For the purpose of this 
schedule, a household is defined as a family group or a group of related and 
unrelated persons living together, who share a common income which may be 
earned by one member of the group or which may result from the pooling of 
income of several members. Unmarried children, and other relatives, if they 
are considered as a part of the family group and economic unit, and not as 
a separate family unit, should be considered as members of the household 
even though they pay a definite amount for board and room instead of shar- 
ing a common family income. For the purpose of this form, boarders and 
lodgers who are not related to members of the household and who pay 
a definite amount for services received, should not be considered as members 
of the household. 

Item 6e—Specify name of agency or relationship of individual to applicant. 

Item Ta—Enter the date on which the present application was accepted 
for investigation. Disregard any previous application date whether accepted 
or rejected. 

Item 7?b—Enter the date of authorization for medical or hospital care, 
regardless of the date on which such care was received. 

Item ?d—Check if final action has not been taken and the application is 
still awaiting decision at the end of the month. 

Item 8a—Check if applicant, prior to this time, was not in receipt of pub- 
lic relief such as home relief (including veteran relief), old age assistance, 
aid to dependent children, assistance to the blind, institutional or foster home 
care, medical care (including hospital or clinic care) or any other form of 
public relief. 

Item 8b—Check if applicant received some form of public relief earlier in 
1939 or prior to 1939. Check items 8b(1) and 8b(2) if relief was received 
during both periods specified, 

Item 8c(1)—Check if applicant was working on a WPA project at the 
time of this application. 

Item 8c(2)—Check if applicant was not working on a WPA project at 
the time of this application but was so employed earlier in 1939 or prior to 
1939. Check both if employed during each of the periods specified. 
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Item 9a—Include also regular cash income received from legally respon- 
sible relatives. 

If there has been no income during the period of present illness or prior 
to the onset of illness, enter “none.” 


Item 9b—All resources, exclusive of the regular monthly cash income of 
the family, are to be considered here. 


(2)—Indicate the face value of insurance holdings. 

(3)—Indicate the assessed valuation of real estate owned by family. 
(4)—Enter the estimated market value. 

(5)—Include such assets as benefits, investments and personal property. 


Item 116b—If diagnosis, indicate whether made by a private physician, 
city physician, or a physician in a hospital or clinic. 

Items 12 and 13—Each application should cover as many types of medical 
care as are requested or authorized on a given date. For example, a general 
practitioner may prescribe drugs as part of the treatment plan. When this 
is done, both items (a)l and (d) should be checked. An opthalmologist 
may do an eye examination and prescribe glasses. If the welfare depart- 
ment pays for the glasses, as well as for the eye examination, both items 
(a)2 and (e) should be checked. 


(a)2—Such services may include the following: eye examination, 
examination by a specialist in orthopedics, consultation by a specialist 
in cases of severe illness and any other professional services in the home 
or office by a physician whose practice is limited in whole or in part to 
one particular branch of medicine such as surgery, obstetrics, etc, 

(a)3—Include here physician’s services at confinement in the hospital 
or in the home. Do not include requests or authorizations for prenatal 
care early in pregnancy but check this under item (a)1. If request 
or authorization is for an all-inclusive service to cover prenatal care, 
delivery and postnatal care, indicate this in item (a)4 as follows: pre- 
natal, delivery, and postnatal care. If request or authorization is for 
postnatal care only, check item (a) 1. 

(a)4—Include here those items of medical care given by physicians 
in the patient’s home or in the physician’s office and which are not 
included in items (a)1, (a)2 and (a)3. Such items may include the 
following: radium, diagnostic x-ray, treatment x-ray, laboratory services 
in the office of a physician, electrocardiogram, basal metabolism, reduc- 
tion of fracture in patient’s home or physician’s office, minor surgery 
in patient’s home or physician’s office, etc. 

(b)1—Include simple extractions and dental surgery, 

(b)2—Include here all dental work, with the exception of extractions, 
such as: dentures, denture repairs, fillings, dental x-rays, prophylaxis, 
treatment of pyorrhea or Vincent’s angina, etc. 

(c)1—Check here for the following: services of registered nurse on 
duty in the hospital or home on a per diem basis, services of a registered 
nurse in the home on a per visit basis, services of a registered nurse 
assisting physician at delivery. 

(c)2—Check here for services by those who are not registered profes- 
sional nurses, but whose duties include some nursing services as well as 
certain household responsibilities. 

(d)—Check here for all drug items prescribed or dispensed by a physi- 
cian including sickroom supplies such as bedpans, icebags, gauze, etc. 

(e)—Check here for eyeglasses, braces, artificial arms or legs, trusses, 
special shoes, special corsets or abdominal supports, wheelchairs, 
crutches, ete. 

(£)—Check for hospital care. If fees are paid to physicians or sur- 
geons in addition to the amount paid to the hospital, indicate in item 
(a)4 that such fees are authorized in addition to the hospital costs. 
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(g)—Include only such clinie services as are to be paid for by the 
local welfare department. Check if x-ray diagnosis, x-ray treatment, 
physiotherapy, or other special diagnostic treatment or services are to 
be provided in the clinic and are to be paid for by the welfare depart- 
ment. 

(h)—Include admissions to county home infirmaries, admissions to 
nursing or boarding homes for chronically ill, payment to private labora- 
tories, transportation to and from Cancer Institute, Buffalo, transportation 
to other communities for special medical services, special diets, pay- 
ments to blood donors, ete. 


Item 14b—Indicate whether or not a plan has been worked out with the 
family whereby the latter is to repay the local agency any part of the cost 
of the medical care now authorized. 

Item 14c—If such agreement has been made, indicate whether all or only 
part of the expenditures are to be repaid, Also enter the amount to be paid 
each month and the number of months payments are to be made. 

Item 15—If this application for medical care was denied, check one of 
the reasons indicated in item 15a, b, ¢ or d, which is applicable in this case. 

(a)—If the medical care requested by applicant is available at a 
public or private medical agency, such as a hospital or clinic, give the 
name of agency. 

(b)—On basis of applicant’s own statement or agency’s clearance with 
physician. 
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Form MC-2a Sheet 1 
CONFIDENTIAL 


APPLICATION FOR MEDICAL OR HOSPITAL CARE 
(For Non-Relief Cases Only) 


Prame of Comte. 

VAMC ORC Hy 27 Oe a ON Powis 2M ier SA EOI OSA AE EO bos a 
1. Case or application number... 2° Naine’of applicant. 0. 
52 ul (sete ae eaaaaRt 4, Sex (check): (a) Male. (Db) Female: 
5. Number in household: (a) Related... (by Unrelated... 0248 
6. Application made by (check): (a) Patient.......... (b) Member of household.......... 

Ge) Physician: (d): Hospitaliisis jest: (e) Other (specify)... 
astm Brame Ge Glia applications 2200057 TON aca I 1939 
(Month) (Day) 
VIR eco Toray 10) armenian ne Otay ane 1939 
(Month) (Day) (Month) (Day) 
(d) Pending on November 30, 1939 (check). ..2..0...22-.--o-nen-ceeeceeene eneceneeeeeeceeeceneeeeen 
8. Relief status (check): 
ane NO NUMORIIOE TE BONNIE foc IU EIR Lh) cote mplemye fp 
(b) Previously on relief: (1) During 1939... (2) Prior to 1939)....022........ 
io) 4 wa: (1) At time-of application= 2 0o/e00 (60) tlio) eh 
(2) Not at time of application but earlier in 1939............ Priotta'1939. 2) 
9. (a) Estimated average monthly cash income of family: 
(1) During illness... (2) During year prior to onset of illness................ 
(b) Assets on hand: 
(1) Bank account $.......... (2) Insurance $................ (3) Real estate $00... 
(4) Farm and garden products on hand $122.22 eeeeee eee eee 
Ra PCRE Cargnecre a2 ccc ettiven ecrerrinindn td DOME TOG [TES 2416 3 i ae 
10. (a) Monthly budget of family used in this case to determine eligibility to pay 
PORTOLA YS EE ACCES Too “SR RSI OE DAO Os RE oe ey ele ep EOP OU aS eae OR EMS 
(b) Is er higher than a regular relief budget for this case? (check): 
occa cass Ot 2 i BNOHg) Ane Gis Naieeag ge vis sk 10) 
(ec) If picker, state regular relief budget $._..-.. 2. aoa ece cece ceeeeeeeeee 
Tian tet Ua edt Namath Oo Ok A 


a —— 


ee 
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Form MC-2a : Sheet 2 


APPLICATION FOR MEDICAL OR HOSPITAL CARE 
(For Non-Relief Cases Only) 


Wanie of Countyu cn. aie lee ees 
INaine of (City 228 ihe Sted ae oie eel Town) 82222) eS ae 
12. Medical care requested (check): 
(a) Physician: (1) General practitioner: Office... Homeizacs the ee 
(2) (Specialist: Office. ka. teenie Be Home 225. eee 
(3) Obstetrical care: Home....................-.-. Hospital cc iaceieiba doe 
(4) Other special services by physician (specify). ............--.-----2---.---- 
(b) Dental care:)'\(1)) ‘Bixtractions... 2 (2) One ee ee 
(c) Nursing care: (1) Registered nurse.................. (2) Nurse-housekeeper.................- 
(a) Drugs’ 16 Ves To (e)> Appliances) il anes eae (f) Hospital 
care (Other than’ obstetrical care)i#iimno!! 1b) aie oe 
(ey Clee hr (h) Other medical care (specify)... n-ne 
13. Medical care authorized (check): 
(a) Physician: (1) General practitioner: Office... Home = eee 
(2) Specialists, CANCO cece ae ee Home Nee ere 
(3) Obstetrical care: Home.......................-.--- Hospital) ee eee 
(4) Other special services by physician (specify)..........-....----..--.-.--- 
(b) Dental’ care: (1) Extractions ).020 0 (2) Other: cotate-dotied oe 
(c) Nursing care: (1) Registered nurse................ (2) Nurse-housekeeper..... 
(dG) OIE 2 et el A (e)hAppliances. 233. itis ove ode (f) Hospital 
care (other than obstetrical care)sia. to nut 3e 1t) Ae eee eee 
(gz) Clinic. carés::.........00i. a (h) Other medical care (specify)... 


14. If medical care is authorized: 
(a) Has family, prior to this application, pee for medical or hospital care in 


connection with this illness? (check): Y ee necnes Sr Be IN O:den fea 
(b) Is family to repay cost of medical care now authocwalt (check): Yes........ Nowe 
(c) If yes, family to repay (check): All. Patt::e- sant. (ees ieee ; 
Amount per month $._..... 22. TOP. 2.2 faeereen months. 
15. Medical care refused (check one): 
(a) Care available at a public or private medical agency (name of agency)... ....... 
(1) Was applicant referred to this agency? (check): Yes...............No—...... 
(b) Private physician will treat (check): Free... On credit. =e eee 
(c) Family considered able to pay for own medical care... 2.2 --eeeeeeeneeeeeeenee 
(1) Estimate of cost of required medical care $................-----.-----c----0-eeee-eceeeeeeeeee 
(2) Method by which family can pay (check): 
Through own resources..........--.-.2--$.s-sseeeeeeee-e Through assistance of legally 
responsible relatives outside of household__.............--------e-ceecece--eceeeeeeeeee 
Through other means........................------ (explain) <2 ee ee eee 
(d) Medical care not justified at public expense....................(explain)...._______ 
(Signature of person responsible for considera- ene 


tion of application) 


ee 


Form P. H. 1. 12-11-37-20,000 (8-4849) 


Appendix D 


TO BE USED FOR FIRST ADMISSIONS ONLY 


Pie OF vate... corte: wires geal be diow al Public home 


To the State Department of Social Welfare: Pursuant to the provisions of section 36 
of the Public Welfare Law, the following information from the record of an inmate 
received in this Home is submitted: 


Ne raRd Creeee weaeaccnorarenen ane Wh ree EM Veins at cet ok SLE GOOSS AUTO ART CR OGTR a n ae 
EPG Cn ARNO eee ences roared sinner 200) OTE) 
OS TREE eeaeen re sceegP AMS UG DUS ELD SUL BE ee Res be 
(ae Sa eee a0 1 aad eee omens Religions... srecastscles h. 
i born: abroad,:give-mame: of court yc oo oases nce centtsttnanne 

Birthplace: 
If born in United States, name the state. 
How long in U. 8.?................ pe NG ¥; Staten Is inmate a citizen of U. $.?_. 
aan nomer tie our peibio- weltare: ciistrict? cana acca ascent 
Civibstatus (Cheek.«/): Single. ee IIE G's LSE eerste 
| 1 ee peparated. 0 od DIVORCE coon ee 
Redudation: heads... Ni rr ES eS SE ESCO EL ie eet ea eee Only, 
Number of years in common or grammar school._ eee 
PED RI ERONON ES 2055 kA tA Oe an cdliere. cote oe a 
(2 SEG 1 A 8 EBS 6 Ga SST ERS SRI ERS ch este AUCERD Ft Oe eee pe el NSE ese 
oo US ic ek EE rrr GUE er ee ia ea 


(If born abroad, give name of country; if born in United States, name the state) (Over) 
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Flegorts Of Erimiata ees Public home—CONCLUDED 


Has physical examination been made and recorded as required by section 94 of the 
Public Welfare Taw? gina cicccessecnnct case a ageimenesennalnl ntact inner 
A. Indicate herein defects, diseases and mental condition as found by physician: 


B. Appraisal of ability to work: 
1. Is able to work at last regular occupation: 


Ball yee are ee Giles g oY lh pavement ey een dene a y NOt Stall 22 ee 
2. Would be able to do less laborious work than last regular occupation 
Ulysses ole el ae siartially cuiwoliot aids. j Not-at ally siitoT ets ty: 
C. Person is acenitted for (Check Vv): 
1. Prolonged residence because of age or chronic disability .._....--------------eeeeeesee-« 
2. Temporary mecical-rare or auras gs: oI see 
3. Temporary shelter pending finding employment. ..__...--....2-----enceceeesecee-eoceneneeeseee 
Previous care* of inmate: 
Dates 
Name of Institution or Agency Address © Bars OEE i139 REGARDED 
From To 


penne wen ewe nnn nn ne eee een ween nen nen nee wenn nnn n | nnn een eee n een ne nee enn n ence ewer er en esenee| eo neenerceereweweroseses | cocceceneeneeeesenceenae 
we eee en en enn nnn ene enn ne en nn ne eee nnn nnn nn | oo ee eee nnn eee nnn eee een en nn ener nnn nnn n| en ne nnn neeneneennnnnens | secceeenecerenesnenrenns 
we en ne ee en ee ee ee en nn en een eee enn ee ene | ee en nnn nn enn ee nee enn ene een e ene e nen en nn ne | commoner eemenneeennennne| an eennnsnnencncesorerce= 


wa nce ten en ence ee enn ee ee nee n nnn w ee ence een e | ene w ne ee nen nn wenn nen e ren new een en nero nee nnn | naan een neenn nas semwneeee| een nena nee nnnnareeeerens 


* Include previous care in public homes, hospitals for mental diseases, hospitals for feeble- 
minded, correctional institutions, relief agencies, etc. All public and private institutions and 
agencies should be indicated. 


Signature and title of reporting official 


Appendix E 


NAME OF PUBLIC WELFARE DISTRICT 


General Information: 
1. Medical care plans: 


a. O.A.A, 

b. H.R. in County DPW and Towns 
en) A.B. 

d. S.C. 


#i. 


wb 


. Case load in each category 
. Forms used in medical care plans (get 10 copies) 


(Include any systems) 


a Om 


Studies, cost, analysis, etc. 

. List of all personnel by name and title in any way involved in carry- 
ing out medical care plan procedures 

Staff: 


Administrative 

Social Service 

Accounting 

Stenographic 

Clerical 

(Exact titles as they will be used in final write up) 

7. Is there a physician’s roster? Kept up to date? How? By whom? 
8. How many Medical Manuals are there in each office? 


Request for Physician’s Services: 
a. How made: 


ie 


2 
3. 
4 


b. By 


5 
6 
1 
2 
3. 
4. 
5 
6 


Telephone by patient or member of family 


. Direct application by patient or member of family, (Welfare 


Department) 


Direct application to physician who later notifies Welfare Depart- 
ment 


. Direct application to Welfare Department by another agency, 


friends, proprietors of boarding or nursing homes, etc. 


. Direct application to investigator in the field 


P.H.N. or H.O. 

whom received in Welfare Department: 
Intake Worker 

Investigator 

Medical Worker 

Telephone Operator 

Case Supervisor 


. Other staff members (designate) 


ec. (a) Recording of request: 


1. By whom done (give title) same as b 
2. To what other staff members are such records sent 
3. Case history notations, if any, at this point 


(b) Forms (use of) list system of recording calls or requests 
d. Decision as to acceptance or rejection of request 


1s 
Z. 
3. 


By whom made 
By whom explained to patient 
If rejected what advice is given 
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e. Authorization to physician: 
1. By whom made (give title) 
2. How made (Interim between PA-16A and 277—does someone 


notify M.D. or patient of delay) : 


a. Telephone 
b. Verbally during conferences with physicians 
ce. Written order (277) 
3. Recording: 
a. Case history 
b. Card index system 
c. Notebook : 
d. Any other plan (specify) 

f. Drugs (include if M.D. dispenses drugs or any other way than M.D.) 
List of drug stores and how they are accessible to patients. (Do 
they offer delivery service.) Run through cash grocery orders for 
vouchers in towns for drug or medical supplies on back of food 
orders. Are drugs left in grant? Have there been heavy deduc- 
tions? Bulk purchase of drugs? Controls 

g. Extension of physician’s services: 

1. Beyond two weeks’ period (notation whether or not in an exten- 


sion) : 


a. Who requests extension: 


b. 


1. Patient 
2. Physician 
Who approves extension 


ce. Who authorizes extension: 


1, By whom made 

2. How made: 
a. Telephone 
b. Verbally during conference with physician 
ce. Written order (277) 

3. Recording 


2. Beyond ten weeks’ period: 


a. 


fe) 


Who requests extension: 
1. Patient 
2. Physician 


. Who approves extension 
. Who authorizes extension: 


1. By whom made 

2. How made: 
a. Telephone 
b. Verbally during conference with physician 
ce. Written order (277) 

3. Recording 


- Who assumes responsibility for securing prior approval for 


chronic care: 
1. Title: 
Accounting Division 
Social Service Division 
2. What procedure for sending Form 4957 to physician and 
making sure of return with each item properly filled in 
3. If procedure carried out by Social Service (supervisor or 
investigator) list each step: 
a. Interview with physician 
(Telephone or visit to office) 
b. Interview with patient 
e. Recording 
d. Follow up, if any 


3, Outline each detail of system 


(If local’s procedure on advice of state worker give name and 
title) 
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h. Securing prior approval from: 


10. 


lal 


Senior Medical Social Worker 
Area Office: 


1. Procedures for sending Forms 4957 to Area Office 


2. Procedures for holding and filing Approved Forms 4957 pending 
preparation and submission of claim of reimbursement 

3. Procedure for reconsideration of medical care plan for those 
patients not approved for continued chronic care 

4, Procedures for securing additional medical information necessary 
to decision re: approval 


. Submission of bill to physician: 


1. At what intervals 

2. Against what records are individual physician’s bills checked: 
a. Title and number of personnel involved 
b. Describe each process 


Drugs 


. General policy including any agreements entered into with pharma- 


cists 


. What is basis of selection of drug store: 


a. Patient’s choice 
b. Welfare Department assignment 
c. Physician’s choice 


- Have physicians been instructed to prescribe U.S.P. or N.F. drugs? 


(If in writing, get copy) 


- Have pharmacists been informed that Welfare Department will pay 


only for U.S.P. or N.F. drugs? (If in writing, get copy) 
a. If such instructions have been given, what procedures are fol- 
lowed for securing payment on drugs other than U.S.P. or N.F. 


. What is department’s policy in regard to proprietary drugs: 


a. Commonly used “patent medicines” such as Sloan’s Liniment, 
Vick’s Vapo Rub, ete. (list those used) 

b. New and general accepted drugs such as liver extracts, glandular 
preparations, etc. 


. Does Welfare Department print its own prescription blanks? If so, 


secure copies 


. When physician issues prescriptions, are relief recipients required 


to get authorization from Welfare Department? If so, describe 
each step of procedure 
If no authorization required for each prescription, describe procedure 
Above may include telephone authorization to druggist, submission 
of bills daily, weekly or monthly, ete. 


. What is procedure for refilling prescriptions: 


a. Is physician required to designate on prescription length of time 
it is to cover and whether or not it is to be refilled? 

b. When patient requests authorization for refill is there any clear- 
ance with physician? Describe in detail 

ce. What procedures for refills when physician dispenses drugs 

d. When drug store requests authorization for refills is there any 
clearance with physician 


. Has the department a special arrangement for purchasing and dis- 


pensing insulin: 

a. Describe in detail 

b. Plan for purchase of hypodermic needles, cotton, alcohol, ete. Is 

this on a prescription basis? 

What provision (if any) is made for purchase of drugs, sickroom 
supplies, patent medicines, etc., which patient may request and 
investigator concur in believing that patient should have these 
items 

What plan is in operation for supplying drugs to narcotic addicts. 
(This is exclusive of morphine and codeine provided for acute 
illness or terminal phase of chronic illness) 


454 


12. 
13. 


MEDICAL CARE IN NEW YORK STATE 


Miscellaneous: List here any facts which are not covered above but 
which have a bearing on the purchase of drugs 
Have there been deductions on drugs? Give examples 


III. Other Medical Items to be Covered as to Policy and Procedure for Each 


_ 


SOWA Rote 


> OTR 29 BO 


Category: 
. Ambulance 11. Nursing homes 
Clinic care 12. Obstetrics 
Dental care including dentures 13, Optometrists 
Drugs 14. Physiotherapy 
Eye examination 15. Prosthetic appliances 
Glasses—artificial eyes 16. Radium 
Hospital care 17. Sick room supplies 
. Laboratory services 18. Specialists or consultants 
. Mileage 19. Tuberculosis 
. Nursing care 20. V.D. 


21. X-ray 


Most Important 


. Prosthetic appliances 


Mileage as to policy and price and zones if any 
Glasses 

Dental 

X-rays 

Hospital care—who authorizes care 


Appendix F 


LAWS OF NEW YORK.— By Authority 
CHAPTER 682 


AN ACT to amend the public welfare law, in relation to medical care and 
hospitalization 


Beeame a law April 22, 1940, with the approval of the Governor. Passed, 
three-fifths being present 


The People of the State of New York, represented in Senate and Assembly, 
do enact as follows: 


Section 1. Section eighty-three of chapter five hundred and sixty-five of 
the laws of nineteen hundred twenty-nine, entitled “An act in relation to the 
public welfare, constituting chapter forty-two of the consolidated laws,” as 
amended by chapter four hundred and ninety-four of the laws of nineteen 
hundred thirty-five, is hereby amended to read as follows: 

§ 83. Responsibility for providing medical care. The public welfare dis- 
trict shall be responsible for providing necessary medical care for all per- 
sons under its care, and for such persons otherwise able to maintain them- 
selves, who are unable to secure necessary medical care. The determination 
as to the medical care necessary for any person shall be made with the advice 
of a physician. Such care may be given in dispensaries, hospitals, the per- 
son’s home or other suitable place. 

§ 2. Section eighty-five of such chapter is hereby amended to read as 
follows: 

§ 85. Care in hospitals. A public welfare district shall provide needed 
care for sick and disabled persons in a hospital maintained by the munic- 
ipality or in any other hospital visited, inspected and supervised by the 
state board of social welfare, It may contract with such other hospital to 
pay such sum for the care of sick persons as may be agreed upon. 

As far as practicable, no patient whose care is to be a charge on a publie 
welfare district, or a subdivision thereof, shall be admitted to a hospital 
without the prior approval of the public welfare official responsible for 
his support. In any case where the patient is a public charge, the public 
welfare official may, when in the opinion of a physician the condition of the 
patient permits, transfer such patient to another hospital or provide care in 
any other suitable place. 

If, in case of emergency, a patient is admitted without prior authorization 
of the public welfare official empowered to approve payment for such care, 
and the hospital wishes to receive payment from public funds for such 
patient, the hospital shall, within forty-eight hours of the admission, Sun- 
days and legal holidays excepted, send to such official a report of the facts 
of the case, including a statement of the physician in attendance as to the 
necessity of the immediate admission of such patient to the hospital. If the 
settlement of the patient is not known by the hospital, such notice shall 
be sent to the commissioner of the public welfare district in which the hos- 
pital is located, and such commissioner shall be responsible for making an 
investigation to discover whether any public welfare district or the state is 
liable for payment for the care of such patient. The cost of the care of such 
a patient shall be a charge against the public welfare district only when 
authorized by the commissioner. 

§ 3. This act shall take effect immediately. 


Srate or New York, pe 
Department of State. i 


I have compared the preceding with the original law on file in this office, 
and do hereby certify that the same is a correct transcript therefrom and of 
the whole of said original law. 

MICHAEL F. WALSH 
Secretary of State 
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STATE oF New YorkK 


TEMPORARY LEGISLATIVE COMMISSION TO FORMULATE A LONG 
RANGE STATE HEALTH PROGRAM 


STUDY OF HOSPITAL AND MEDICAL CARE OF WARD 
PATIENTS IN TEN AREAS IN NEW YORK STATE 


Form 1 
[CONFIDENTIAL] 
INFORMATION FROM HOSPITAL RECORDS 
Patient Hospital 
Namek. ted dust wire net ian lige sal sa 3 Namie 200 hin. oo 2 ene a iiee 
Addtensisisiaiivie. 600 ate hues Sua eee Addressiiss2 22 Sif gu Sk Grbe sereies 
Aezdiy. bat dhiloy ofa ad Ul ett yee Patient’s case number._................2..2.--1..--. 
Sexe Sui heb aoreaeenmi ty rot. 
Occupation welt mires iii Brae Ort 
Diagnosis ont discharges..-dovsd et etoile ae dew Dateisis: nolingee ee) 
DIAGNOSIS GN -ACMAISSTOT ka tse a We ee ee ee Date........... 2a 
Analysis of final hospital note as (check) to results of treatment 
Complete recovery.iu2i bea. soie 20) ae 
Greatly improved. zai ie 2 ive eee 
‘Arrested._il...o.nilow. labo tn) bei een 
NoAmproveménts:20 2% 13 cai aioe ee 
Ineurable diagnosis. a)i2sitondun.sal.2h 
Diedit.getshot hile. «4 tals teth eet ee 
Left hospital against advice... 
Was patient treated in hospital by (check) 1. Referring physician... 
2. Family physician........................ 3. Hospital staff physician... 


Hospital Social Service: 


(1) Was case investigated by: 
@ Social servaces -csscscset equ. cah. Beewsssaie antes ~ adetiies.aublger bitline ud no. 
b, Hospital. credit. offiee?...c00 22m. vine: WeOScndabetasiveed eee no. 
Was responsibility of payment of hospital care pee to (check one applying) 
1. Patient or;family.fo0:2. ty ces oso ira) Sore teen deep ee ye Sate ace gee apa 
a. Cash payment... icin add bs deeebets. oie eens ele ee 


c. Hospital or medical care benefit clubs... ....22220.2e.--eecne eens eceeteecneeeeneeeene 

2. Public Welfare Aggney cuSiao: jit of) te suneiesl amen ad upeaeeees 

Specily, Agency. ccqcunid iis ae ioni Ord. drives: Ber beaten ae ek eee 
Authorization for 

9.,.VLedioal care only.) 0. schihs ce bs oe ere eae hie eee ee 

by, Medi¢al.and hospital caressa cl4.1504 wie .cee nde ee eee eee 

c. Relief status state category... sen sinateeeeg eg eee eee 

3. Private Welfare Agency). hut agh Anan See Ue cle ho eee mee 

Specifiy Agency 0 oe ee ee aoe SC a ee 

4. Free care by voluntary hospital 00.0002... ee ee eee 


Follow-up Service: 


To whom was patient referred for follow-up 
8. Private physieran eel ae a 
b. Qitetes of. Pubtigciy yy a 


; 
} 
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STATE oF NEW YORK 


TEMPORARY LEGISLATIVE COMMISSION TO FORMULATE A LONG 
RANGE STATE HEALTH PROGRAM 


STUDY OF HOSPITAL AND MEDICAL CARE OF WARD 
PATIENTS IN TEN AREAS IN NEW YORK STATE 


Form 2 


STATEMENTS OF THE PATIENT OR PATIENT'S FAMILY SECURED 
BY FOLLOW-UP AFTER HOSPITAL DISCHARGE 


SS eee MOR OGB 33 csc gsm-dnsies cul to -atalnanasl 
Colomssee i243). AUGOE PANS aie et Seieaesey ot hho: Occupation... 25.4... 
ATU san eT Hae Re EVO ESRL SMI WERE C GE CRC cos Fa aaa oa aciweunetnntesnacaned snes gecsennsntenace 
mg@axrees Of Hospital where: treated ajo: fcc 6352: Jee. ered Seon scat ce bie teveeieee bel cel 
State complaint or illness for which admitted to hospital... eee 
FAtalOl Erste ty MAP LOU) OF COMMP Lait <= en acne ia ean te Le me le 


Remarks (nurse to record date of first definite and important symptom or symptoms 
attributable to illness for which patient entered the hospital) 


Mepicaut CarE 


Date first seen by a physician for this illness... ane enneenenenencencnenececececneneceenenene 
Where was the scene of this visit? (check) physician’s office... ......--22.2e-eeeeneeeeee eee 
Patient’s home................ Clinig. < Hospitals 2 Other (specify)... 
DT APEGAP PGC LOE AGHMIESION, COy HOSPIUG Lon ona sae ncaa oes ane etapa nec ees 
PID eee eee R ERC CCUT CSE Nee asc Se De ele 
[ARE GTS SLT GTS a TGTaT TCE ST a a em et one Sena eli cai Mabie a 


Reason FoR Detay (if any) in Securtna Mepicau Care (check) 


A. Did not seek medical care 
Reason 
be Seas oak u (1) Self neglect 
abies aR Apis (2) Did not realize necessity 
Bane teat a (3) Unable to pay for physician’s service 
ee eee a (4) Physician not available 
B. Refused authorization of physician’s services by Public Welfare Official. 
State reasons given for refusal... 
C. Refused free medical care by private physician. 
D. Free clinic not available. 
E. Refused free medical care by clinic. 
State-name' of clinic ses Oi 30) PRAT hovers 


Setr MEDICATION 
Did you doctor yourself for this illness before seeking services of a physician 


Ce adnate ea a AE So as Oe ea RNa A EC ESN RATE 2 
FOUR UN Ale scat a chase sureee cel sodkc ctncsservuadesancdusancdas 
we you Whe Nome remedies 2 oe (= A emp ened Sean eee cE no 
Jy Gib Soy 215103 11's: Qaeda fc ca SA cent 
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Who recommended home remedies (check) 
member ol family sees nee Cel ee eee meee eee ee a nel@hbor.55 025 ce eee 
CONURO ISG eer at ah NOWEDS DCR a ee [| ake eee aR Ut ne LUE 82 


Puysicran’s Services Prior to HOSPITALIZATION 
Do you have a regular family physician? 2... Ve@icee ech cates no 
Nae OE Leer y UVR i che etal patel et ie aoe ea ee 
Have you ever had a complete physicial examination? _.........._.... AL < eMbedanpieto rie, a no 
(nurse to explain what a complete physical examination consists of) 


Check items: 


Werner. 8 (1) All parts of body examined cevecee-ss-s-- (7) Rectal examination 
Ha A 9 (2) Clothes removed scecchcernrdessaudie 10)? SODOLY EIS 
PODS Meee (3) Use of stethescope socesscseereeeaeeeee (9) Blood count 
Le ee ae Rg (4) Blood pressure reading atic saennans( LO) Blood test 
Wig daveuldaginiiny <4 (5) Genital examination in males WW... (Wasserman) 
Bes ast uo (6) Vaginal examination infemales ....................(11) X-rays 
eM Hs SS Bs (12) Others (sputum ex- 


amination, etc.) 


aiascninbesscciaiatiamaccavis oeicacicbssatncncartomcacaccasectsecnb IB sasssctcteccnendeie ae has ees re no 

Was this examination performed by a private s pivot ONS AONE YOsEsOG. 1 brah no 

Where was this examination performed? (check) physician’s office... 
OUT) DOM Ciccone rel (REO Oe reS Sr hospitalcc... tance: SOhOOMi a eae 
industrial Chinie..:...:-.2..5.s..cccs<ecc00: Other (Ss peely,) 42 ee Sar 

Do you have a complete examination at regular intervals._.........._...... FOR cio no 
POCUAr WCEP VAL ye cccccasceszcesdennsy at -canwraed eee epee (state time) 


Puysician’s SERVICES IN PresENT ILLNESS AND Prior To HosprtTaL ADMISSION 
Were you seen by a private physician for this illness prior to admission to the 


chars) c) 1104 flaca bier atta oe ia Mean SOU UE UMM mnie Sf a INA eer aL Gio EEE no 
How long were you under physician’s care for this illness... ORY Bisco os ames 
WOOKR cece uae months. 
How many visits did you make to physician’s office for this illness? 
How many visits did physician make to your home for xe er Prieta arena 9 
Did your physician ‘calls consultant? io veg a 
Did you consult more than one private physician for this illness and prior to hospital 
or outpatient department admission?..............2.-.-.--- =: Wiener tatal Rumsraln snarl no 
Number of physicians: other than ‘first! sue sci A eee fee gn et ee eg gee 
How many of these physicians were specialists? ..................-..-.---c-ccccseeecseceneesenecnescecenenteneneee 
How many of these physicians were general practitioners? eee eee 
How many visits did you have by these physicians for this illness? 
SeDENE RER Nile Physicians office 
foi Fen | Oy Your home 
eee ICSE, Total 
While under care of private physician for i illness (1) did you have a complete 
ON ATER ACO S  ie sisensh cc ectn RL OR ede ce ccl oet dca oak n e = 
Were laboratory tests performed to your Beets as A iY a SRR ee 
As part of examination during this illness were following procedures ber ormed (cheek) 
Fr De WOMB: (1) All parts of body examined veseseeeevee-- (7). Rectal examination 
Lys Gana sce V7 (2) Clothes removed inset ue (8) Umalveis 
WS. hoes Noetaes (3) Use of stethescope paiptaidebaccanaeseZti(@)) BLQGOUs COUR 
podundoas, alps (4) Blood pressure reading saceceresece-+-e-e--(10) Blood test 
HEIN Bis ne (5) Genital examination in males (Wasserman) 
ea ost Ee (6) Vaginal examination in females _..................(11) Others (sputum ex- 


amination, etc.) 
HS) ¢] =. 11 i: Caner ee ils eASO Lanse pe SARE EIAs x vieiaaNeN ari atte 2 


SS  —  ————— eee 
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PAYMENT oF PrRiIvATE PuHysICIAN’s SERVICES FoR Tus ILLNESS 


Did you or your family pay for physician’s services? go SR re ae Ny no 
Did some other agency pay for physician’s services? ................-..... 5 alien is Sabie no 
D500 SU SSeS, SS RS a De ene MaRS OIU Reece NN 
Did physician give you credit for costs of treatment? _.._...._..... Wes se aio cet ala no 
Did physician give free treatment? n-ne enn nee nee ("NER MRRU Sr Me erence no 
Remarks: 

Curnic Services Prior To HospPiTaLizATION FoR Tus ILLNESS 
Did you visit a clinic clinic for this illness prior to hospitalization..............-yes............ no 
Was elinie a public clinic. private :cliniolinis) Joep lato 
Give Hamie Of clinie sisi address: raiosth lari dehy Seer, 
Who referred you to clinic (check) 
ets eae Private physician 
ev, Res Ae ubhio aarpay (apeeily) o.oo et ci useapoy tod noe weed wed weld 
Bee taEO TIC: Private agency (specify). 0 seer suits bay logay Tebow Ty nomi wi dugn 
Le iegaers Voluntary application 
How many visite aid you made to clinic? ee 
ior vewleng a period wae this? <0 2-0 eis So ee 


Hosprrat Care (for this illness) 


By whom were you referred to hospitals? (check) 

= ae Private physician 

SAEED I mI CR na a halon dace aeeeanuaemre td laine 
eee ae fe Public clinic 

CEES eee Private clinic 

eae Another hospital 

ee a Pubiie wellare officer (state! tethe) 20 ETAT ee 
Bee ties HGR aE OTTER AEO SURETIOV (STDECIE Jos at le 
paths See aati Nurse public health (specify agency)... eee eee 
So ee ae BOG IE Gis) tee tN EST eS eS, Se Le 2, Sa ee 
ane Applied voluntarily 

Were you admitted as an emergency?......... 2. WONMON-CMIETPENCY 2s ek 
Was there a delay in being admitted to hospital? _.... OR oer MITES ama cd no 
CSG 11S SUE TR RIS aa Saale be RE Re SE ERE e eee Ne gy aTeE ST oe We ean 


Person on AceNcy ResponsIBLe For Hospitat Care Expense (check) 


1 eae 1. Patient or his family 
TGP CG MaMa TI a Seineell planeta rr tet siete mn meen, Teltgtcak Don une af Ait Meal ev aig 
LN 2S rele ee RAPED Seis cl cae MRL Hr. San PM Yeo 
[PUL LET i Oa RR ge ea evel ha a ie ca eae 
A ARIS Bt ay Eiweiten omrenee club (enemy) 
tea tt ea BaUETIVAte Wellare AGENCY (GPeCH VY). en cbc a 
ee a PN eae Wemmeme ariel (aneciy) 
In addition was authorization nego for physician’s services in 
PeMOpeNeNNNG ssi ethene open do ek ori A no 
Perieayy ht 5. Free care given by voluntary hospital, ried 
CaS Ee ©, Others (specify) si tea tiisiomiit od esi chest bite tr Lea ioe co 
Did your family physician care for you in hospital? yeseiand Ps ssc no 
Did you pay for physician’s services in hospital? _..__..-..--......- OBL E Ahi tao: no 
Were physician’s services given free of cost to you in hospital? wean? 3 (2) Melee aes no 
By attending staff physician... eee eee pearitiiaide eels LE be sn no 


Foutitow-Ur Service Arter Hospirtat DiscHarGE 


To whom was patient referred for follow-up? (check) Number of visits since hospital 


CT (PCS <: RA ae ees ee 
pet vein. & Private physician 
(Dyeeets. 20 Public salaried physician 
Reyove. Bae D eee CL les (ety ss tts et at nie, si a. 
Cg 5 USA AUND Al era ee TES EN OT EO ROI 
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(: ) eee ene Outpatient department of same hospital 

(@)itrieril! Caen Nursing service (speoily agency)....___...._ wie ange 

Type of service Number of visits since hospital 

Cischar ges. tt yo senna 


aa a rae (a) Bedside nursing care 
Sipen ee (b) Health supervision only 


Did you pay for this nursing service? .......----... V Cae ee ea no 
A) es ts ok As Not referred for follow-up of any sort. 
Follow-up service completed..............2-222202----- not.completed 2 ccess 0 ee ee 


Economic History 


Individual annual incomies{:s.2c0:2 itis... n.crennc-ccnsescece-enssnersenceresomshdst le espe ae eee 

Family. group annial income... sit Wi ca ncotenteecopsnsvnrednsesus seinen i laie Ina eanne 

Have you ever been on relief... eee eee WeS.s2uciid ot. ee borer hee yet no 

State typeof relief andsamounts eee 

How long have you been receiving this relief ooo. 

State types of relief received during past five years (1934-1939) and approximate 
dates such relief was received. 


Dates 
Type of relief from to 
Name of person giving information... 2.0.0.2. 0.202.2 eee eee datescuu.s sian 
AKTELresiiil Wi Saini eit MON RUIN ee ek ee 
Namevof investigators... .2 555. alt oa a OER TR ee dh eee naar eee 
In your opinion is this information reliable............202.2...2-- Veale 2 Monee no 
REMARKS: 


State or New Yorxk 


TEMPORARY LEGISLATIVE COMMISSION TO FORMULATE A LONG 
RANGE STATE HEALTH PROGRAM 


Room 412, Caprron 
ALpAny, N. Y. 


Dear Docror: 

Under the New York State Law, Chapter 682, 1938, the Temporary Leg- 
islative Commission to Formulate a Long Range Health Program is charged 
with a duty to study and recommend ways and means for carrying .out the 
declared policy of the State with regard to the health of its inhabitants, 
The Commission desires to make an unbiased evaluation of the availability, 
adequacy and quality of medical care available to the medically indigent 
from a preventive, diagnostic and curative standpoint in order to determine 
the following: 


1. Delay in securing medical services after the onset of illness. 

2. Abusive use of home remedies prior to seeking medical care. 

3. The availability, adequacy and quality of diagnostic and curative 
medical care utilized prior to hospitalization. 

4. The extent to which widespread use of preventive methods would 
decrease the need for such hospitalization. 

5. Who pays for such pre-hospital admission care and in what man- 
ner inability to pay on the part of non-relief patients effect availability 
and quality of medical care. 

6. What is the extent of delay in requesting or securing hospitaliza- 
tion when needed and what are the prominent factors if such delays exist. 


The Commission is making a careful analysis of the illness histories of 
discharged ward service patients from hospitals in a number of areas of 
New York State. This is being accomplished through use of data secured 


re Sty ta te nna 
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from hospital case histories and the completion of a questionnaire form by 
nurse visits to the discharged hospital patients in their homes, 

During the analysis of these ward cases, the Commission finds that a 
number of these patients are either referred to the ward service of the hos- 
pital or treated at the wards by their private physician. Where such 
conditions exist, it is the desire of the Legislative Health Commission to 
notify such private physician that his given patient or patients from the 
ward service has or will be visited by one of the four registered nurses 
making the home investigations on such patients. A list of such patients 
for whom you have been named as the private physician is attached. 

The Legislative Health Commission wishes to sincerely express to the physi- 
cians and the hospitals of the State that this investigation is a fact finding 
study of the medically indigent or border line group of cases and is not 
designed to be interpreted as a method of applying critical analysis to the 
medical practices of any individual physician or hospital. 

I wish to express my appreciation for your cooperation in this study. 


Sincerely yours, 


LEE B. MAILLER, 
Chairman 
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STUDY OF PATIENTS DISCHARGED FROM HOSPITAL 
WARDS, 1939 


New York State (Exclusive of New York City) 


STATISTICAL PUNCHED CARD CODE 


Cou. 1. Hosprran Cou. 7. Crvin Stratus 
9 hospital A 9 single 
8 hospital B 6 married 
7 hospital C 7 widowed 
6 hospital D 6 divorced 
5 hospital E 5 separated 
4 hospital F X unknown status 
3 hospital G 
2 hospital H 
1 hospital I Cou. 8. OccupATIONAL GRoUP 
¥ hospital Jo 9 professional and semi-professional 
x hospital Ih 8 white collar 
Cots. 2-4. SmrraL NumBer : shoe Baie gate and sales) 
Cou. 5. AGE 5 industrial (include laborer, unspecified 
9 under 1 year 3 d al P. A.) 
8 1 year and under two years 2 oa at 
7 2 years and under 5 years 1 abe rker (child, student, retired) 
6 5 years and under 10 years pape bad a . 
5 10 years and under 15 years O unemployed 
Y transportation 
4 15 years and under 20 years < thilnows pesmatee 
3 20 years and under 25 years bagresr3 P 
; 25 years — an = years 
35 years and under 45 years 
O 465 years and under 55 years Cox. 9. Days mv Hosprrar 
Y 55 years and under 65 years 9 less than 1 day 
X 65 years and over 8 1 day and less than 3 days 
R unknown age 7 : nocd 9s — phos 
Ww and less than 2 wee 
Cou. 6. Spx AnD CoLor : 2 inher and less than 3 weeks 
5 male white 4 3 weeks and less than 4 weeks 
4 female white 3 4 weeks and less than 5 weeks 
3 male negro 2 5 weeks and less than 6 weeks 
2 female negro 1 6 weeks and less than 7 weeks 
1 male indian O 7 weeks and less than 8 weeks 
O female indian Y 8 weeks and less than 12 weeks 
Y male chinese X 12 weeks and over (specify) 
X female chinese R unknown length of hospital stay 


Cou. 10. CHancre or DraGnosis 
BETWEEN ADMISSION AND DISCHARGE 


9 same diagnosis on admission and dis- 
charge or recovered on discharge 

8 diagnosed in hospital (include symp- 
toms only on admission) 

7 no admission diagnosis stated 

6 diagnosis radically altered between ad- 
mission and discharge 

O no diagnoses stated 
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COLS. 11 AND 12 DISCHARGE DIAGNOSIS 
Welfare Council 


Inrectious DisEases List Numbers 

99 Tuberculosis of the respiratory system............... 0 
98 All other forms of tuberculosis....................-. 1, 2, 3, 4, 5, 6, 9 
INET IU cn a ko in was wise wen qe ease cee 10, 11, 12, 13, 19 
II OPT on cee ciceeescceseces 20, 21, 22, 29 
95 Influenza (grippe), MAMBIN OH COMM a ac ine case sc oe oe oo a's 41, 42 
94 Acute poliomyelitis, polioencephalitis................ 44 
93 All other general infections and diseases due to higher 

plant and animal parasites....................... 30, 31, 32, 33, 34, 35, 36, 


37, 38, 39, 40, 43, 45, 
46, 47, 48, 49, 50, 51, 


NEOPLASMS 

89 Malignant neoplasm of the digestive system.......... 60, 61, 62, 63, 64 
88 Malignant neoplasm of the female genital system and 

EI ee ata us vec cks Sb ckusees 66, 67, 68, 69 
87 All other malignant neoplasm...................... 65, 70, 71, 72, 73, 74, 75, 

76, 77, 78, 79, 89 

85 Nonmalignant neoplasm of the digestive system...... 90 
84 Nonmalignant neoplasm of the female genital system 

IR ECASU Ss. Cran Aes ett ai iaieed's Lines siajeiei deve 92, 93, 94 
83 All other nonmalignant neoplasm (include verruca 

I MN Oo s cy cess sastes copeesees 91, 95, 96, 97, 98, 99, 109 


81 Malignancy unknown, neoplasm of the digestive system 
80 Malignancy unknown, neoplasm of the female genital 

system and breast................ a ee 
8Y Malignancy unknown, all other neoplasm............ 


Ruevmatic Diseases, Disorpers oF Mrtasouism 
AND ENDOCRINE GLANDS, VITAMIN DEFICIENCIES 


RI... ow ne ne ve sc ces wiguadnts Gdn 110, 111, 112, 113, 114, 
, 119 
77 Diabetes mellitus, uncomplicated. .................. 
76 Diabetes mellitus, complicated..................0-. 121, 122 
75 All other metabolic conditions (include malnutrition). 123, 129, 623 
73 Disorders of the thyroid gland...................... 130, 131, 132 
72 All other endocrine conditions...................... 133, 134, 135, 136, 139 
Par WAC ORONO SE Sec cece aciceeeas 140, 141, 142, 149 
Traumatic Conpitions, Porsonines 
er rem EROCUPOO LS, Co. ccc tec cntesccsee 150, 151, 152, 153, 154, 
155, 156, 157, 159 
9Y All other traumatic conditions..................... 160, 161, 162, 163, 164, 


165, 166, 167, 168, 169, 
170, 171, 172, 173, 174, 
175, 176, 177, 178, 179, 
180, 189 

9X Poisonings, including alcoholism.................... 190, 191, 200, 201, 202, 
203, 204, 205, 206, 209 

PUERPERAL STATE 
69 Pregnancy without indication of obstetrical compli- 


RUSE EERE ccs onc a, 4s) io ds «4001 4 Agar, oko yene Tete 210 
68 Pregnancy with obstetrical complications, delivered... 220, 221, 222, 223, 224, 
225, 226, 227, 228, 229, 
230, 23 
Oi rr Ae ORE oa g e  na 14s 4 ks eeeaolen astilen 
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COLS. 


NEUROLOGICAL AND PsycHIATRIC CONDITIONS 


59 Vascular cerebral accident................0.e.e eee 
58 All other conditions of the nervous system in general. . 


56 Psychiatric conditions 


e166 8 0 Oe 2.0 |S 6c! os bie 8 Sele tela eb eth ee 


DISEASES OF THE EYE AND HAR 


DAS Cataract:and \PlAucomia cycle Cs mo Ni Laue ieetnue 
53 All other diseases of the opthalmic system 


ee eee ee ereee 


at Be WS ree ae id | 


Carpio-VASCULAR DISEASES 
49 Cardiac diseases (except syphilitic and rheumatic)... . 
47 General arteriosclerosis 
46’ Other-artertalidisenses! . ib isveden sce s save dss bes aes 


45 Varices (except hemorrhoids)....................--: 
44 All other venous and capillary diseases. : 


Buoop, Sptentc, LympHatic DisEAsEs 


ee 


36 Acute lymphadenitis, abscess of lymph-nodes......... 
35 All other diseases of the lymphatic system 


ey 


DISEASES OF THE Respiratory SysTEM 


29 Infectional hypertrophy of tonsil, adenoid 
27 Sinusitis 


25 HBroncho-PNeumMoOnigns oi ili. oG GA te sloetaea eae 
24 Loar DUCUMIONIA Sh G0: Keke iis ele ne ad Ame eee 
23 ‘Pneumonia, unspechsied. 5.0... eee eka tee 
22 All other forms of pneumonia 
21 Chronic bronchitis 
20 Bronchial asthma 


© @ 0 la 8.6.6 (6. a5 0) Cre [eye's (e:8 Sie se 
Ce 
Sk 8S 0500 meee) Ome m8) a8, eS 6, ween wank eae eigele 


2X All other diseases of the lower respiratory tract...... 


DISEASES OF THE DiGEsTIVE SysTEM 


19 Diseases of teeth and gums..................00000> 
18 Other diseases of mouth and pharynx............... 


17 Ulcer of stomach and duodenum.................... 
16 Gastro-enteritis, colitis, colitis ulcerosa.............. 
16 Appendicitis, ......... PCR Ee ae, 
14 Hemorrhoids 


Ce 


11 AND 12 DISCHARGE DIAGNOSIS — 


MEDICAL CARE IN NEW YORK STATE 


continued 


Welfare Council 
List Numbers 


276, 277, 278 

270, 271, 272, 273, 274, 
275, 279, 280, 281, 282, 
283, 284, 285, 286, 287, 
288, 289, 290, 291, 292, 
293, 294, 299 

300, 301, 302, 303, 304, 
305, 306, 308, 309 


312, 313 

310, 311, 314, 315, 316, 
317, 318, 319, 320, 321, 
322, 323, 324, 325, 326, 


327, 328, 329 

330, 331, 332, 333 

334, 339 

340 

350 

351, 352, 353, 354, 369 
in part 

360, 36L, 362 


355, 356, 357, 358, 359, 
369 in’ part 


372 

370, 371, 373, 374, 375, 
376, 377, 378 

379 


380, 389 


390 

397 

391, 392, 393, 394, 395, 
396, 398, 399 


411 in part 

417 

409, 412, 413, 414, 415, 
420 


410, 411 in part, 416, 418, 
419, 421, 422, 429 


430, 431 
482, 433, 434, 435, 436, 
3 
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COLS. 11 AND 12 DISCHARGE DIAGNOSIS — continued 
Welfare Council 
List Numbers 
12 All other diseases of the gastro-intestinal tract and 
[Acta ca SASS Was 2 ie ae ae rea .... 440, 441, 442, 443, 448, 
449, 452, 453, 454, 458, 
450, 460, 461, 469, 480, 


Sener ver... 5... THR, PEL BL ak 470, 471 
me Srtrme lever Miacdage. eo ea TS 472, 473, 474 
1X Diseases of the bile passage.....................04. 475, 476, 477, 478, 479 
PERITONEAL AND OTHER ABDOMINAL CONDITIONS; 
HERNIAS 
Oe) POmNGAD BONOMONG. . we cc ee ee SOU A 494 
6Y Other conditions of the abdominal cavity............ a 491, 492, 493, 495, 
6 
aia ona POR Pe ERD «ok... a 497, 498, 499, 509 
DisnAsEes oF THE Uro-GiEnitTaL System 
09 Diseases of the kidney parenchyma................. 510, 511, 512 in part, 513, 
514, 515, 516, 518 
08 Calculus in the urinary system..................... 520, 521, 525 
07 All other diseases of the urinary system.............. 512 in ‘part, 517, 519, 


522, 523, 524, 526, 


527, 528, 529 
06 Benign hypertrophy of prostate..................... 530 
eg ce ec case nec cedaeeeede 537, 622 
05 All other diseases of the male genital system......... 531, 532, 533, 534, 535, 
536, 538, 539, 549 
03 Salpingitis, odphoritis (non-specific)................. 550, 551 
02 Diseases of uterus and cervix (except displacements).. 552, 553, 554 


01 Displacement of uterus, rectocele, cystocele.......... 555, 559 
00 Vulvitis, vaginitis (nmon-specific).................... 557 
OX All other non-puerperal diseases of the female genital 
ES eto alee gli in aay erig 556, 558, 562, 569 
OY Non-puerperal diseases of female breast............. 560, 561 


Diseases or Sxin, CELLULAR Tissur 
Y9 Furuncle, furunculosis, carbunculus, cellulitis, super- 


EES ae a a ee 570, 571, 572, 573, 574, 
575 
Y8 Other infections and infestations of skin (except verruca : 
I eS ea A iratk tay ais 6 8 a4 2's age 9 ene 579, 580, 581, 582 
Y7 All yn a (SEGRE liaelinaratiiet aaa LM 2) 577, 578, 583, 584, 585, 
586, 587, 589 
Non-Traumatic Diseases oF Bones AND OrGANS OF MovEMENT 
ee eMnCONIWINEM. aids aes). Dita. eyals J. Ses cee eee ees 590, 591, 592, 593, 594, 
595 
X8 Other infections of the musculo-skeletal system....... 600, 610, 611, 612 
X7 Orthopedic defect for correction.................6.. 596, eee 604,’ 4 


606, 607, 608, 609, 614 
X6 All other conditions of the musculo-skeletal system... 613, 619 


Conpitions Not ELSEWHERE CLASSIFIED 
RaW IIAGHORIS OME 7 oo ace oe oes os'c ive tides ves ve 625 in part 
MY WndiApnosed CONGIIONS,.- os. yee ce shee ents 628 
Soe TARE FRE aE CREE ee eset sss alike. Sobie: 5 dish $e bot mee caetee ne See a bist 
Pall iV Gta Lo. So. 2 en ae elegant Seael- peered Buea ahaiingadn Amarante grates 
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Cou. 138. AcuTn? Surarca? Cot. 17. We.rare Catecory (use only 


9 acute-chronic not applicable, non- 
surgical 

8 acute, non-surgical 

7 chronic, non-surgical 

6 acute-chronic unknown, non-surgical 

5 acute-chronic not applicable, surgical 

4 acute, surgical 

3 chronic, surgical 

2 acute-chronic unknown, surgical 

1 acute-chronic not applicable, surgery 
unknown 

O acute, surgery unknown 

Y chronic, surgery unknown 

X acute-chronic unknown, surgery un- 
known 


Cou. 14. ConprTion on DiscHARGE 


8 improved (“ complete recovery,” 
“improved,” “ arrested ’’) 

6 unimproved (“ no improvement,” 
“incurable diagnosis ’’) 

4 left against advice, improved 

3 left against advice, unimproved 

2 diagnostic admission, improved 

1 diagnostic admission, unimproved 

O deceased 

X unknown condition 


Cox. 15. PHystctan Wuo GAvE 
TREATMENT IN HOosprraL 

9 referring physician 

8 family physician 

7 hospital staff physician 

6 referring and family physicians 

5 referring and hospital physicians 

4 family and hospital physicians 

3 referring, family and hospital 
physicians 

2 referred to and treated in hospital by 
family physician 

X unknown physician 


Cou, 16. ResponsiBILITy FOR 
HospitaL PayMEentT 


9 patient (or family) 

8 patient and city hospital (area C only) 
7 public welfare agency, authorized 

6 public welfare agency, pending 

5 workmen’s compensation 

4 private welfare agency 

Y other agency (specify) 

X unknown responsibility 


Cou. 17. Metuop or PayMEnT (use only 
when Col. 16 is coded 9) 
9 Cash 
8 deferred 
7 benefit club 
O neither patient nor public agency 
X unknown method of payment 


when Col. 16 is coded 7 or 6) 


9 local department of public welfare 
8 home relief 

7 veteran relief 

6 old age assistance 

5 aid to dependent children 

4 assistance to the blind 

3 foster care 

2 public hospital 

O neither patient nor public agency 
X unknown agency 


Cot. 18. Fottow-Up ApviIsEp BY 
HosPrran 
9 physician (include city physician) 
8 physician plus clinic 
7 physician plus nurse 
6 clinic 
5 clinic plus nurse 
4 same hospital for further treatment 
3 other hospital (include sanitorium or 
convalescent home) 
2 non-medical institution (school or 
county home) 
1 none reported 
O deceased 
Y other follow-up (specify) 


Cou. 19. Types or Time PERtiop Copzs 


9 P code 

7 Col. 20 D, Col. 36 D, Col. 48 D 
6 Col. 20 D, Col. 36 D, Col. 48 L 
5 Col. 20 D, Col. 36 L, Col. 48 L 

4 Col. 20 D, Col. 36 L, Col. 48 D 
3 Col. 20 L, Col. 36 L, Col. 48 L 

2 Col. 20 L, Col. 36 L, Col. 48 D 
1 Col. 20 L, Col. 36 D, Col. 48 D 
O Col. 20 L, Col. 36 D, Col. 48 L 


Cou. 20. INTERVAL BeTWEEN First 
Symptom and First Mepicat ATTENTION 


Use D code when dates are definitely 
stated and maximum interval is one 
month or less 

D code (for definite short intervals) 
O less than 1 day 

1 1 day and less than 2 days 

2 2 days and less than 3 days 

3 days and less than 4 days 

4 days and less than 5 days 

5 days and less than 6 days 

6 days and less than 1 week 

1 week and less than 2 weeks 

2 weeks and less than 3 weeks 

9 3 weeks and less than 1 month 


Use L code when dates are definitely 
stated or maximum interval is over 
one month 

L code (for long intervals) 

O less than 1 month 
1 1 month and less than 2 months 


3 
4 
5 
6 
7 
8 


ae 
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2 months and less than 3 months 
3 months and less than 6 months 
6 months and less than 9 months 
9 months and less than 1 year 
1 year and less than 2 years 

2 years and less than 5 years 

5 years and less than 10 years 

10 years and over (specify) 

X unknown period 


Use P code for all cases in which Cols. 
11 and 12 are coded 69, 68 or 66 


P Copr Monts or Preanancy First 
AntTre-Partum CARE 


1 first month of pregnancy 

2 second month of pregnancy 

3 third month of. pregnancy 

4 4 fourth month of pregnancy 

5 fifth month of pregnancy 

6 sixth month of pregnancy 

7 seventh month of pregnancy 

8 eighth month of pregnancy 

9 ninth month of pregnancy (except as 
indicated for O and Y) 

O first seen within 24 hours of hospitali- 
zation 

Y no medical attention before hospitali- 
zation 

X unknown month of pregnancy 


2 
3 
5 
6 
7 
8 
9 
7 


Cou. 21. InrerRvAL Between First 
Mepicat ATTENTION AND HospiTaL 
ADMISSION 
Same codes as Col. 20. Use D code 
when Col. 20 is in D code; use L code 

when Col. 20 is in L code 
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Cou. 21. Monto or PREGNANCY IN 
Wuicu Lasor Occurrep 
Use this code when Col. 20 is in P code 
9 at term (assume unless otherwise 
specified) 
8 eighth month of pregnancy 
7 seventh month of pregnancy 
6 sixth month of pregnancy 
5 fifth month of pregnancy 
O undelivered at time of hospital dis- 
charge (Cols. 11 and 12 coded 66) 


Cou, 22. InteRvVAL BeTwEENn First 
Symptom aNnpD Hosprirat ADMISSION 
Same codes as Col. 20. Use D code when 
Col. 20 is in D code; use L code when 

Col. 20 is. in L code 


Cou, 22. Phact WuHere DELIVERY 
OccuRRED 


Use this code when Col. 20 is in P code 
5 labor in hospital 
4 labor at home attended by physician 
3 labor at home unattended by physician 
O undelivered at time of hospital dis- 
charge (Cols. 11 and 12 coded 66) 


Cot. 23. INtervaL Between Hospitau 
APPLICATION AND HosprTaL ADMISSION 
All codes same as Col. 20 of D code except: 
9 3 weeks and over (specify) 
Y hospital arrangements not made hy 
patient or family 
X unknown interval 
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1. Hospital Care 


TEMPORARY LEGISLATIVE COMMISSION TO FORMULATE A LONG 
RANGE STATE HEALTH PROGRAM 


346 Broadway, New York, N. Y. 


Inquiry as to the relief status of patients receiving ward care in hospitals in the 
month of November, 1939. 


BOP ei ir Ws Cs) 01 1 MOO svn ea gm NORD IE ey CL ON Ue op Mixsatirmicicres tamer 9 


A. Toran NumsBer or Patients Recervina Warp CARE In NoveMBER (see general note) 


Relief Status of Patient 


(b) WPA, | (>) WPA, 


PAYMENT FOR (a) Receiv-| (4) On |butreferred| 274 not 
HOSPITAL CARE ing public | WPA + or accepted| Tefermed or) Total 
as public hid 
charges to ~ 
receive | °24rges to 
hospital Hceottal 
ospita 
care t care § 


1. Patient expected to pay full ward 
rate 

2. Patient expected to pay partial 

ward rate 


3. Accepted public charge 


4. Referred to Department of Hos- 
pitals, decision pending (include 
any cases referred that are not 
entirely approved by Depart- 
ment of Hospitals) 


5. Free cases (not referred or accepted 
as public charges 


6. Status not determined J 


Total (see general note) 


1468 J 


Sl ae 
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General note: 


Do not count cases more than once. Total of lines 1, 2, 3, 4, 5, 6, and total of columns (a), 
(b), (c), and (d) should equal the grand total, i.e., the total number of cases receiving ward care. 


Explanatory notes on “* Relief Status of Patient’’: 


* “* (a) Receiving public relief.” Enter cases where the patient immediately prior to admission 
to the hospital was receiving public relief, or where patient is a member of a family currently 
receiving public Hee such as home relief, veteran relief, old age assistance, assistance to the blind, 
aid to dependent ch ildren, or care in a boarding home or institution. Do not include cases receiv- 
ing relief i in the form of hospital — at public expense. 

On WPA.” Enter cases where the shy pia immediately prior to this illness was employed 
on WPA or where some other member of his family is currently employed on WPA. If a WPA 
recipient is also receiving home relief, classify under WPA only. 

¥*‘ (ce) Not receiving (a) public relief or (b) WPA, but referred or accepted as public charges to 
receive hospital care.” Include only cases not receiving (a) public relief or (b) WPA and who are 
ae. accepted as public charges to receive hospital care or who have been referred for such 
acceptance. 

§ R (d) Not receiving (a) = ae | or (b) WPA, and not referred or accepted as public charges 
to receive hospital care. nelude only cases not receiving any form of public relief, WPA, or 
eases referred or accepted as public charges to receive hospital care. 

Ex ueactory note on A — line 6, ‘‘ Status not determined 

Incl Include here cases not classified under lines 1, 2,:3;.4 4, and 5 — such as those cases where it has 
not yet been determined whether patient will pay wholly or partially, whether he will be referred 
as a public charge, or whether he will be given free care. 


B. Warp Ratss For Parine Patients: 


Per diem rate for paying medical a surgical-ward pationte’ $2. ceteris tne) 
Extras charged. Yes................. No............-.- 
Average per diem payment of PR rs TED GR GD Git ne ee ec coccnconeasecs 


C. Meprcau Srarr: 


Are staff physicians paid by hospital. Yes............... No. ies 
Li SE-B gG) gg (CEST IE ts Se SaaS Asso ees Sein es ie a A a ner Soe a SR 
Closed staff. Yes................ None. 


Return form when completed to: 


Temporary Legislative Commission to Formulate a Long Range State Health Program, 346 
Broadway, New York, N. Y. 
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2. Clinic Care. 
TEMPORARY LEGISLATIVE COMMISSION TO FORMULATE A LONG 
RANGE STATE HEALTH PROGRAM 
346 Broadway, New York, N. Y. 


Inquiry as to the relief status of persons applying for care in out-patient departments 
of hospitals in the month of November, 1939. 


Namevol Howpitalosd cil ola so eins le iueod wainaes iol dag ule, alllion 2 teehee mae 
BRT MRA SE TN Ae AE IN OF TRU OI Pe Lith oeal blll boSl Landi du dea eeaen ae ann 


A. Applications FoR Curnic Cark In NoveMBER, 1939: 


1. Total number of cases seis eel for mage during November 
(New cases and old cases Aap ing). 
2. Total number of cases reject uring Nowentber. 20.05.00) 21108) yee 
3. Total number of cases in which decision not made on November 30._...o-....---------seeesce-veeeneeenene-eee 


B. Cases Acceptep Durina NovemBER (see general note): 
Relief Status of Applicant 


(ce) Not 
PAYMENT OF CLINIC (a) Receiving) @) On peoelving 
public a) publi d) Total 
ADMISSION FEES Pree WPA t reli pe pew 


1. — paying full clinic admission 
ees 


2. Free care 


Total accepted cases (see general 
note) 


C. Cases Resectep Durinae NOVEMBER 
(see general note): 


“oo for Rejec 
1, Patient can est) private physician 


2. Private physician will treat free or give 
credit 


3. Clinic care not needed 


4. Already under care in another clinic 


5. Referred to other clinic (voluntary 
hospital) 


6. Referred to other clinic (public hos- 
pital) 


7. Lack of facilities (clinics overcrowded) 
8. Other 


Total rejected cases (see general 
note) 
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D. Toran Numser or Patrents TREATED AND C1INIc Visits Durtna NovEMBER, 1939: 


No. of No. of 
patients visits 
1. Full payment of clinic admission fees 
2. Free cee, 
Total iets co 2 ae 
ape eae een eeaoeoe a enenaondsageeeaeannomear saerenee naneoaasrneocanaaaaaaeanaaaageanaaaNsISeeEsnaEeEnper ears aeemaeeeeelie oeareaaEn mane cay-oeeeocsaaNaieasmsiseaearesypemrcoesoeaeeassamssnaemearecmc ernest 


E. Payment por Prescriptions, APPLIANCES AND OTHER SERVICES Duxina NOVEMBER 1939 


No. of 


patients 


1. Full payment by patient of clinic charges for prescriptions, appliances and other 
services 


2. Partial payment by patient of clinic charges for prescriptions, appliances and other 
services 


3. Prescriptions, appliances and other services given entirely free 


4, ee for prescriptions, appliances and other services by De»artment of 
elfare 


Total 


General note on Cases Accepted and Rejected in November: 


Do not count cases more than once. Total of lines B-1, and 2, and total of columns B-(a), 
(b) and (c) should each equal the total number of patients accepted for clinic care during the 
month. Similarly under C, the total of lines 1-8 and total of columns (a), (b) and (c) should each 
equal the total number of rejected cases during the month. 


Explanatory notes on “‘ Relief Status of Applicant”: 

*‘* (a) Receiving public relief.” 

Enter cases where, according to Le lhgsc roto statement, he as an individual or as a member of a 
family, is receiving any form of public relief such as home relief, veteran relief, cld age assistance, 
assistance = > 4g , aid to dependent children, care in a boarding home or in an institution. 

oo n a 

Enter cases where the peat states that he is working on WPA or was working on WPA 
immediately prior to this illness, or that a member of his family is currently working on WPA. 
If a WPA recipient is also receiving home relief, classify such a case under WPA only. 


Return form when completed to: 


Temporary a as mg Commission to Formulate a Long Range State Health Program, 346 
Broadway, New York, N. Y. 
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1. Hospital Care 


TEMPORARY LEGISLATIVE COMMISSION TO FORMULATE A LONG 
RANGE STATE HEALTH PROGRAM 


Room 412, The Capitol, Albany, N. Y. 


Inquiry as to the relief status of patients receiving ward care in hospitals in the 
month of November, 1939. 


DOU Bare 08 NN ce a8 occas ceca mnnadssentecens oan mcodadauatececaeiel aad ane he a 
BX (cb tes Dealt aes Sine a Cree eet hoe semen Merlin etre ee Se mON EN rrettders Speen en evE MEMS TS 


A. Torau Numser or Patients Recerving Warp Carsz In Novemssr (see general note): 
Relief Status of Patient 


(a) Receiving (c) Not 
public relief receiving 
PAYMENT FOR HOSPITAL CARE] other than |(b) On WPA?| public relief Total 
medical or (a) or WPA 
hospital care* (b 


1. Patient expected to pay full ward rate 
2. Patient expected to pay partial ward 
rate 


8. Accepted public charge 


— |< | | 


4. Referred to public welfare department, 
decision pending (public hospitals 
omit) : 

5. Free cases (public hospitals omit) 


6. Status not determined { 


Total (see general note) 
nn ST SE mente 


General note: 


Do not count cases more than once. Total of lines 1, 2, 3, 4, 5 and 6, and total of columns 
(a), (b), and (c) should equal the grand total, i.e., the total number of cases receiving ward care. 


Explanatory notes on ‘‘Relief Status of Patient’’: 

pdhag Receiving public relief other than medical or hospital care.” Enter cases where the 
patient immediately prior to admission to the hospital was receiving public relief, or where patient 
is a member of a family currently receiving public relief, such fey Lani relief, veteran relief, old 
Bae egg assistance to the blind, aid to dependent children, or care in a boarding home or 
institution. 

+‘‘(b) On WPA.” Enter cases where the patient immediately prior to this illness was employed 
on WPA or where some other member of his family is currently employed on WPA. If a WPA 
recipient is also receiving home relief, classify under WPA only. 


Explanatory note on A — line 6, ‘‘ Status not determined ’’: 


t Include here cases not classified under lines 1, 2, 3, 4 and 5 — such as those cases where it has 
not yet been determined whether patient will pay wholly or partially, whether he will be referred 
as a public charge, or whether he will be given free care. 
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To be filled out by voluntary hospitals onl: 
B. Warp Ratss: 


1. Ward Rates for Paying Patients: 


Per diem rate for paying ward patients $__..........--.....--..» Extras charged. Yes............ Nemes 

Average per diem payment of paying ward patients $.o.u..........-seceeeeeennceeeeeeeeeeneeeeeeceeeneeeeeenneecee 
2. Ward Rates Paid by Public Welfare Departments: 

Per diem rate paid by public welfare department $...........-......--.- Allinclusive. Yes........ No... 


3. Extras Paid by Public Welfare Department in Addition to Per Diem Rate: 


Operating room 
TOR NO ae aoe alla ate 4,0, o'fm telah 


ee 


C. OsstetrricaL CaRE: 
State any special arrangement with public welfare department for this type of case. 


D. Mepicau Starr: 


Staff physicians paid by hospital. Yes... No.........---.-. 
Yes, number of physicians paid......................-- 
Closed staff. Yes................ NO oe. 


Return form when completed and address any inquiries to: 
Temporary Legislative Commission to Formulate a Long Range State Health Program, 
Room 412, The Capitol, Albany, N. Y. 
October 31, 1939. 
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2. Clinic Care 


TEMPORARY LEGISLATIVE COMMISSION TO FORMULATE A LONG 
RANGE STATE HEALTH PROGRAM 


346 Broadway, New York, N. Y. 


Inquiry as to the relief status of persons applying for care in out-patient depart- 
ments of hospitals in the month of November, 1939. 


amie Of Fic a ea Z 
Xs ib. eee en Meee LAMMCC etre SAY YOM Nee MeN Reb eIeG i fe). ay Le ely) 
A. AppiicaTions ror Cuinic Care In Novemsnr 1939: 


1. Total number of cases accepted for care during Novembet............-...-.c-.--0--c--eee-eeeeveeseeeeeeeeeeeeeceseeerene 
(New cases and old cases reapplying). 


3. Total number of cases in which decision not made on November 30... u--.-ceseeeeeeeceeeeeeeveneneceeees oe 
B. Casms Acceptep Durtna NovemseEr (see general note): 
Relief Status of Applicant 


(c) Not 
PAYMENT OF CLINIC (a) Receivin, receiving (a 
ADMISSION FEES ‘public relief*| (>) On WPAt (®),| (a) Total 


public relief * 
or (b) WPAt 


y Fe ree paying full clinic admission 
ees 


2. Free care 


Total accepted cases (see general 
note) 


_ oo, EE ee 


C. Casms Resectep Durinc NovEMBER 
(see general note) 


Reason for Rejection: 
1. Patient can afford private physician 


2. Private physician will treat free or 
give credit 


wo 


. Clinic care not needed 


~ 


. Already under care in another clinic 
5. Referred to other clinic (voluntary 
hospital) 


6. Referred to other clinic (public 
hospital) 


SE ee a 


~_I 


. Lack of facilities (clinics overcrowded) 
8. Oth 


er 
Total rejected cases (see general 
note) 
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D. Toran Numser or Patients TREATED AND Cuinic Visits Durina NovemMBer 1939: 


No. of No. of 
patients visits 


1, Full payment of clinic admission fees 
2. Free 
Total 


E. Payment ror Prescriptions, APPLIANCES AND OTHER Srervices Durina NovemsBer 1939: 


No. of 
patients 


1. Full payment by patient of clinic charges for prescriptions, appliances and other 
services 


2. Partial payment by patient of clinic charges for prescriptions, appliances and 
other services 


3. Prescriptions, appliances and other services given entirely free 
4, Payment for prescriptions, appliances and other services by Department of Welfare 
Total 


General note on Cases Accepted and Rejected in November: 


Do not count cases more than once. Total of lines B-1, and 2, and total of Columns B-(a), 
(b) and (c) should each equal the total number of patients accepted for clinic care during the 
month. Similarly under C, the total of lines 1-8 and total of columns (a), (b) and (c) should each 
equal the total number of rejected cases during the month. 


Explanatory notes on ‘‘ Relief Status of Applicant”: 

*** (a) Receiving public relief.” 

Enter cases where, according to applicant’s statement, he as an individual or as a member of a 
family, is receiving =r form of public relief such as home relief, veteran relief, old age assistance, 

assistance a Pe blin aid to dependent children, care in a boarding home or in an institution. 
n 

bate cases where the applicant states that he is working on WPA or was working on WPA 
immediately prior to this illness, or that a member of his family is current] |p a on WPA. 
If a WPA recipient is also receiving home relief, classify such a case under WPA only. 


Return form when completed to: 


Temporary Legislative Commission to Formulate a Long Range State Health Program, 
346 Broadway, New York, N. Y. 


Appendix L 
STATE OF NEW YORK 
No. 1521 Int. 1420 
IN ASSEMBLY 
February 13, 1940 


Introduced by Mr. MAILLER—(at request of New York State Temporary 
Commission to Formulate a Health Program)—read once and referred to 
the Committee on Public Education 


AN ACT to amend the education law, in relation to internship as a condition 
prerequisite to receiving a license to practice medicine 


The People of the State of New York, represented in Senate and Assembly, 
do enact as follows: 


Section 1. Subdivision four of section twelve hundred and fifty-six of 
chapter twenty-one of the laws of nineteen hundred nine, entitled “An act 
relating to education, constituting chapter sixteen of the consolidated laws,” 
as amended by chapter one hundred and forty of the laws of nineteen hundred . 
ten, such section having been added by chapter eighty-five of the laws of 
nineteen hundred twenty-seven and such subdivision having been amended by 
chapter one hundred and fifty-seven of the laws of nineteen hundred thirty, 
is hereby amended to read as follows: 

4. Has completed not less than four satisfactory courses of at least eight 
months each in a medical school in this country or Canada registered as 
maintaining at the time a standard satisfactory to the department, or in a 
medical school in a foreign country maintaining a standard not lower than 
that prescribed for medical schools in this state, and has completed an 
internship of not less than twelve months in a hospital in this country or 
Canada approved and registered as maintaining at the time a standard satis- 
factory to the commissioner of education and the state board of medical 
examiners. In lieu of the first two years of such medical course the depart- 
ment may accept evidence of graduation with the degree of bachelor or doctor 
of dental surgery from a registered dental school in which the requirements 
for admission were the same as those prescribed for a registered medical 
school, and in which the course of instruction included all of the minimum 
requirements prescribed for the first two years of the course in a registered 
medical school. New York medical schools and New York medical students 
shall not be discriminated against by the registration of any school out of 
the state whose minimum graduation standard is less than that fixed by the 
statute for New York medical schools. The department may accept as the 
equivalent for any part of the third and fourth requirement, evidence of five 
or more years’ reputable practice, provided that such substitution be specified 
in the license, and, as the equivalent of the first year of the fourth require- 
ment, evidence of gradation from a registered college course, provided that 
such college course shall have included not less than the minimum require- 
ments prescribed by the department for such admission to advanced stand- 
ing. The department may admit conditionally to the examination in anat- 
omy, physiology, and chemistry, applicants nineteen years of age, certified 
as having studied medicine not less than two years, including two satisfactory 
courses of at least eight months each in two different calendar years in a 


EXPLANATION—Matter in italics is new. 
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medical school registered as maintaining at the time a standard satisfactory 
to the department, provided that such applicants meet the second and third 
requirements of this section. 

§ 2. Subdivision five of section twelve hundred and fifty-six of such chap- 
ter, as added by chapter eighty-five of the laws of nineteen hundred twenty- 
seven, is hereby amended to read as follows: 

5. Has received the degree of bachelor or doctor of medicine from some 
medical school in this country or Canada, registered as maintaining at the 
time a standard satisfactory to the department, or a medical degree or 
diploma from a medical school in a foreign country maintaining a standard 
not lower than that prescribed for medical schools in this state, or a license 
to practice medicine in a foreign country issued under requirements not 
lower than those exacted for a medical license in this state, unless admitted 
conditionally to the examinations as specified above, and has completed an 
internship of not less than twelve months in a hospital in this country or 
Canada approved and registered as maintaining at the time a standard satis- 
factory to the commissioner of education and the state board of medical 
examiners. 

The degree of bachelor or doctor of medicine shall not be conferred in this 
state before the candidate has filed with the institution conferring it the 
certificate of the department that before beginning the first annual medical 
course counted toward the degree, he had earned a medical student qualifying 
certificate in accordance with the rules of the department. 

§ 3. Section twelve hundred and fifty-nine of such chapter, as added by 
chapter eighty-five of the laws of nineteen hundred twenty-seven and amended 
by chapter two hundred and sixty-two of the laws of nineteen hundred 
twenty-nine, is hereby amended to read as follows: 

§ 1259. Licenses. On receiving from the state board an official report that 
an applicant has successfully passed the examinations and is recemmended for 
license, the department shall issue to him a license to practice according to 
the qualifications of the applicant. Every license shall be issued by the 
department under seal and shall be signed by the president and secretary of 
the board and by the officer of the department who approved the credentials 
which admitted the candidate to examination, and shall state that the licensee 
has given satisfactory evidence of fitness as to age, character, preliminary 
and medical education and all other matters required by law, and that after 
full examination he has been been found properly qualified to practice. There 
shall be issued to applicants who, when admitted to the licensing examina- 
tion, were citizens of a foreign country, and who had declared intention of 
becoming citizens of the United States, upon passing the examination, a 
license but upon failure of such licensee within ten years from the date of 
such declaration of intention to furnish evidence of his having actually 
become a citizen his license shall terminate and his registration shall be 
annulled. Applicants examined and licensed by other state examining boards 
registered heretofore by the regents or hereafter by the department as main- 
taining standards not lower than those provided by this article and appli- 
cants who matriculated in a New York state medical school before June fifth, 
eighteen hundred and ninety, and who received the degree of doctor of medi- 
cine from a registered medical school before August first, eighteen hundred 
and ninety-five, may without further examination, on payment of twenty-five 
dollars to the department and on submitting such evidence as they may 
require, receive from them an endorsement of their licenses or diplomas con- 
ferring all rights and privileges of a license issued by the department after 
examination, The commissioner of education may in his discretion on the 
approval of the board of regents indorse a license or diploma of a physician 
from another state, or country, provided the applicant has met all the pre- 
liminary and professional qualifications required for earning a license on 
examination in this state, except the qualification of the completion of an 
internship of not less than twelve months in a hospital in this country or 
Canada approved and registered as maintaining at the time a standard satis- 
factory to the commissioner of education and the state board of medical exam- 
iners, has been in reputable practice for a period of ten years, and has 
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reached a position of conceded eminence and authority in his profession. Any 
physician, who was actually engaged in the practice of medicine in this 
state prior to September first, eighteen hundred and ninety-one, and who 
failed to register, although eligible to do so at the time, or any physician, 
whose registration is not legal because of some error, misunderstanding or 
unintentional omission, may on the unanimous recommendation of the state 
board of medical examiners that he has submitted satisfactory proof of hav- 
ing complied with all the requirements prescribed by law at the time of his 
failure to register of his incomplete registration, receive from the department 
under seal a certificate of the facts which may be registered in accordance 
with this article. Before any license is issued it shall be numbered and 
recorded in a book kept in the office of the department, and its number shall 
be noted in the license; and a photograph of the licensee filed with the rec- 
ords. This record shall be open to public inspection, and in all legal proceed- 
ings shall have the same weight as evidence that is given to a record of con- 
veyance of land. 
§ 4. This act shall take effect July first, nineteen hundred forty-twa. 


Appendix M 


STATE OF NEW YORK 
No. 2487 Int. 2158 
IN ASSEMBLY 
March 8, 1940 


Introduced by Miss TODD—(at request of New York State Temporary Com- 
mission to Formulate a Health Program)—read once and referred to the 
Committee on Public Education 


AN ACT to amend the education law, in relation to the practices and activi- 
ties exempted from the provisions of article forty-eight thereof relating to 
the practice of medicine 


The People of the State of New York, represented in Senate and Assembly, 
do enact as follows: 


Section 1. Subdivision one of section twelve hundred and sixty-two of 
chapter twenty-one of the laws of nineteen hundred nine, entitled “An act 
relating to education, constituting chapter sixteen of the consolidated laws,” 
as amended by chapter one hundred and forty of the laws of nineteen hun- 
dred ten, such section having been added by chapter eighty-five of the laws 
of nineteen hundred twenty-seven and amended by chapter four hundred and 
ninety of the laws of nineteen hundred twenty-seven, is hereby amended to 
read as follows: 

1. This article shall not be construed to affect or prevent the following: 
(1) The practice of medicine in this state in obedience with the requirements 
of the laws of the United States of any commissioned medical officer serving 
in the United States army, navy, or public health service while engaged 
in the performance of the actual duties prescribed for him under the United 
States statutes; or (2) the practice of medicine in a legally incorporated 
hospital by a physician duly appointed as member of the resident staff or 
by an [interne] intern while actually serving in a state hospital or other 
state institution in which medical service is [provided] furnished, provided 
the said duly appointed member of the resident staff or intern has completed 
not less than four satisfactory courses of at least eight months each in a 
medical school in this country or Canada registered as maintaining at the 
time a standard satisfactory to the department, or in a medical school in a 
foreign country maintaining a standard not lower than that prescribed for 
medical schools in this state, or has received the degree of bachelor or doctor 
of medicine from some medical school in this country or Canada, registered. 
as maintaining at the time a standard satisfactory to the department, or a 
medical degree or diploma from a medical school in a foreign country main- 
taining a standard not lower than that prescribed for medical schools in this 
state, or a license to practice medicine in a foreign country issued under 
requirements not lower than those exacted for a medical license in this state ; 
or (3) the practice of medicine by any physician duly licensed to practice 
medicine in a neighboring state, who resides near a border of such neighbor- 
ing state, whose practice extends into this state and who does not open an 
office or appoint a place to meet patients or receive calls within this state; 
or (4) any lawfully qualified physician in other states or countries meeting 


EXPLANATION—Matter in italics is new; matter in brackets [] is old law 
to be omitted. 
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legally registered physicians in this state in consultation; or (5) the fur- 
nishing of medical assistance in case of emergency; or (6) the domestic 
administration of family remedies; or (7) the practice of chiropody, den- 
tistry, veterinary medicine or optometry, provided those practicing are legally 
authorized and licensed under the laws of this state so to do; or (8) the 
practice of religious tenets of any church; or (9) the selling of lenses, arti- 
ficial eyes, limbs, or other apparatus or appliances by any persons or manu- 
facturer of the same; or (10) medical students performing clinical clerkships 
or similar functions in a legally incorporated hospital, state hospital or other 
state institution, provided such students are matriculated and enrolled in a 
medical school in this country or Canada registered as maintaining at the time 
a standard satisfactory to the department, or in a medical school in a foreign 
country maintaining a standard not lower than that prescribed for medical 
schools im this state. 
§ 2. This act shall take effect July first, nineteen hundred forty-two. 


Appendix N 


SraTeE oF New YorK 


TEMPORARY LEGISLATIVE COMMISSION TO FORMULATE A LONG 
RANGE STATE HEALTH PROGRAM 


Room 412, Caprron 
AtBany, N. Y. 


December 27, 1939 
Dear Sir: 

The New York State Temporary Legislative Commission to Formulate a 
Long Range State Health Program is interested in obtaining information 
concerning the availability of internships and residencies at general hos- 
pitals in New York State particularly at those hospitals which are not 
listed by the American Medical Association as approved for the training of 
interns, 

May we solicit your assistance in supplying the Commission with the infor- 
mation called for in the short questionnaire which is attached? It is not 
necessary to supply the names of interns or residents but we would like 
to know the name of the medical school together with the date of graduation 
for each intern and whether such intern or resident has had previous intern 
training of at least one year in a hospital approved by the American Medi- 
cal Association for the training of interns. 

Your kind cooperation in this matter will be greatly appreciated and will 
assist materially in the work of the Commission. 


Very truly yours, 
LEE B. MAILLER, 


Chairman 
(Enclosure) 


[481] 


489 MEDICAL CARE IN NEW YORK STATE 


FACTS CONCERNING INTERNSHIPS AND RESIDENCIES AT GEN- 
ERAL HOSPITALS IN NEW YORK STATE (EXCLUSIVE OF NEW 
YORK CITY) NOT APPROVED BY THE AMERICAN MEDICAL 
ASSOCIATION FOR THE TRAINING OF INTERNS 


Namo‘of Hospitaliiti nite ae Seg Addieag. 2:20 Sb ake s Ske Bhs a ae 
Ts visiting stait-openia. Mica ce ONClOBeds US 221.2: Je See aaa: 
Do you have an attending staff ward service... Ves. neki h Eras no. 
If yes, is such staff permanent... ..------.----+----- or rabies’ pial" Ned Sah het ai ie ae 


Does your hospital have an intern staff 
If your hospital has an intern staff, please list below, by nither each intern at present 
holding an appointment. 
Previous Hospital In- 
ternship of one year 
in a hospital approved 


Medical School by the AMA for training 
= of interns. 
Intern Date of 
Number Name of School Graduation Yes No 


Check type of intern service offered by your hospital: 
(a) Rotating ............... (b) Mixed. 5 0s (c) Straight................ Speciby x. use ee 
Monthly salary or allowance paid interns by our hospital 

If you do not have an intern staff, please state reason 


Do yousbavejai resident sta ft. 25 conc. cede 8, Maem EMEE IDES EE Tem no. 
If you have appointments as residents at your hospital, please list below by number 
each physician at present holding an appointment under the title of resident or 
assistant resident. 
Previous Hospital In- 
ternship of one year 
in a hospital approved 


Medical School by the AMA for training 
2 FF of interns. 
Resident Date of 
Number Name of School Graduation Yes No 
OGmmnent ea ea 


Will you please enclose a copy of the Rules and Regulations governing your hospital 
and its professional staff. 


Signature of S intendent, 
12/12/39 bile dtc 
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STATE OF NEW YORK 
No. 2726 Int. 2252 
IN ASSEMBLY 
March 29, 1939 


Introduced by Mr. WAGNER—read once and referred to the Committee on 
Ways and Means 


AN ACT to provide for the establishment and administration of a system 
of health insurance, constituting chapter forty-five-a of the consolidated 
laws 


The People of the State of New York, represented in Senate and Assembly, 
do enact as follows: 


CHAPTER 45-A OF THE CONSOLIDATED LAWS 
HEALTH INSURANCE LAW 


Article 1. Short title; legislative findings; definitions. (§§ 1-3.) 
2. Health insurance board. (§§ 10-16.) 

3, Health insurance fund. (§§ 20-25.) 

4. Benefits. (§§ 30-34.) 

5 


. Miscellaneous. (§§ 40-45.) 


ARTICLE I 
SHort TITLE; LEGISLATIVE FINDINGS; DEFINITIONS 


Section 1. Short title. 
2. Legislative findings. 
3. Definitions. 


Section 1. Short title. This chapter shall be known and may be cited as 
the “Health Insurance Law.” 

§ 2. Legislative findings. The legislature hereby finds and declares as the 
policy of the state that the health of the people of the state is a matter of 
state concern; that ill health is a major cause of suffering, economic loss and 
dependency; that good health is essential to the security and progress of the 
state; that there is in existence serious, unmet needs for medical services; 
that there are serious inequalities of resources, medical facilities and services 
for different economic groups; that these inequalities create handicaps for 
the parts of our state and the groups of our people which most sorely need 
the benefits of modern medical science; that the present efforts of the medical 
profession in providing medical care should be supplemented by the state 
and local governments in order to make available in all parts of our state 
and for all groups of our people the scientific knowledge and skill at our com- 
mand to prevent and care for sickness and disability; to safeguard mothers, 


EXPLANATION — Matter in italics is new; matter in brackets [ ] is old law to 
be omitted. 
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infants, and children; and to offset through social insurance the loss of earn- 
ings among workers who are temporarily or permanently disabled. 

§ 3. Definitions. As used in this chapter: 

1. “Board” means the state board of health insurance established by this 
chapter in the department of health. 

2. “Fund” means the health insurance fund established by this chapter. 

3. “Employer” means any person, partnership, firm, association, public 
or private corporation, the legal representatives of a deceased person or the 
receiver, trustee, or successor of a person, partnership, firm, association, public 
or private corporation including the state, municipal corporations, other gov- 
ernmental subdivisions, except the government of the United States, and all 
other public agencies and authorities, employed in any employment as defined 
by this chapter. Whenever any helper, assistant or employee of an employer 
engages any other person in the work which said helper, assistant or em- 
ployee is doing for the employer, such employer shall for all purposes hereof 
be deemed the employer of such other person, whether such person is paid 
by the said helper, assistant or employee, or by the employer, provided the 
employment has been with the knowledge, actual, constructive, or implied 
of the employer. 

4. “Employee” means any person, including aliens and minors, employed 
for hire by an employer in an employment as defined by this chapter, except 
any person employed at other than manual labor receiving wages in excess 
of two thousand five hundred dollars a year, and except minor children 
employed by their parent or parents and persons engaged in the perform- 
ance of religious services for a religious institution. 

5. “Employment” means any employment of an employee by an employer 
in which all or the greater part of the employee’s work is performed within 
the state under any contract of hire, express or implied, oral or written, and 
shall include any trade, occupation, service or profession in which any person 
may engage. 

6. “Wages” means every form of remuneration received by an employee 
on account of his labor including wages, salaries, commissions, bonuses, gratu- 
ities, the reasonable money value of board, rent, housing, lodging, or similar 
advantages. 

7. “Full-time daily wages” means the daily wages that an employee would 
receive at current rates but for his disability. The board may make such 
rules and adopt such methods of calculating full-time daily wages as may be 
suitable and reasonable under this article and under the conditions prevail- 
ing in this state. 

8. “A day of employment” means any day in which an employee has had 
employment for all or any part of the day with an employer and in an employ- 
ment as defined by this chapter. 

9. “Disability” means the inability of an employee because of sickness or 
injury, to continue in the employment in which he is then engaged, though 
such employment is not one within the definition of this chapter; or if the 
employee is then unemployed, the inability, because of sickness or injury, 
to accept immediately available work in any employment for which he is 
reasonably fitted by training and experience including employments not 
within the definition of this chapter. In no case shall disability be deemed 
to exist if any employee engages in any gainful occupation. 

10. “Loss due to disability” means a total lack of wages because of 
disability. 

11. “Disabling sickness or injury” means any sickness or injury causing 
disability. 

12. “Appropriate premium” means the combined amount payable by the 
employer, employee, and the state on account of the insurance of a com- 
pulsorily insured employee. 
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ARTICLE II 
HEALTH INSURANCE BoARD 


Section 10. Creation of board. 
11. Duties and powers of board. 
12. State advisory councils. 
13. Public welfare districts. 
14. Remuneration. 
15. Claims for benefits. 
16. Freedom of choice. 


§ 10. Creation of board. 1. There is hereby established in the department 
of social welfare a health insurance division, at the head of which shall be 
the state health insurance board to consist of five members who shall be 
appointed by the governor by and with the advice and consent of the senate. 
At least two of the members of such board shall be duly licensed physicians. 
Of the members first appointed one shall be appointed for a term of two years, 
two for a term of four years and two for a term of six years and their suc- 
cessors shall be appointed for terms of six years each, except that a member 
chosen to fill a vacancy existing by a reason other than the expiration of a 
term shall be appointed for the unexpired term of the member whose vacancy 
he fills. The governor shall designate one member to serve as chairman of 
the board. Any member of the board may be removed by the governor for 
inefficiency, neglect of duty, misfeasance or malfeasance in office or for other 
good and sufficient cause after giving to such member a copy of the charges 
against him and a reasonable opportunity to be heard, either in person or by 
counsel, in defense. 

2. A vacancy in the board shall not impair the right of the remaining 
members to exercise all of the powers and perform all of the duties con- 
ferred and imposed upon the board by this chapter. Three members of the 
board shall constitute a quorum for the transaction of business. 

3. The board shall make an annual report to the state commissioner of 
health and the governor summarizing the work of the board and the benefits 
derived from the operations of this chapter during the preceding calendar 
year and such recommendations as it may see fit to make. 

4. Each member of the board shall receive a salary of ten thousand dollars 
per year. The board may appoint an executive director, district medical 
superintendents and such other employees as it may require for the proper 
administration of the provisions of this chapter and may fix the salaries and 
prescribe the duties of all such employees. The reasonable and necessary 
traveling and other expenses of the members of the board and of the other 
officers and employees of the board actually and necessarily incurred by them 
in the performance of their duties hereunder shall be paid from the state 
treasury out of appropriations made available therefor, upon the audit and 
warrant of the comptroller, on vouchers approved by the chairman of the 
board. Physicians rendering medical services pursuant to the provisions of 
this chapter shall not be regarded as employees or officers of the board. 

5. The principal office of the board shall be in the city of Albany. The 
board may also meet and exercise any or all of its powers at any other place 
within the state. 

§ 11. Duties and powers of the board. The board shall enforce and admin- 
ister this chapter and shall have all the duties, powers and authorities 
imposed and granted by this chapter. In addition, it shall have the follow- 
ing duties and powers: (a) To establish standards of administration 
throughout the state, to make all such rules and regulations as may be 
required for the administration and enforcement of this chapter, and to amend 
and modify any of its rules and regulations from time to time as it may find 
necessary or desirable; 

(b) To supervise, control and make inquiries into the administration of 
this chapter and the furnishing and payment of the benefits therein provided 
and to do all things it deems necessary or proper to improve the same 
throughout the state or in any part thereof; 
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(c) After a hearing on written charges, to remove any physician or dentist 
in general practice, surgeon, other medical or dental specialist, hospital, 
clinic, laboratory or other person or agency from the list of those who have 
agreed or with whom arrangements have been made to furnish medical bene- 
fits, when the continued inclusion of such person or agency would be prejudi- 
cial to the adequate, proper or efficient furnishing of the medical benefits. 
Regulations for all disciplinary action affecting physicians and dentists who 
fraudulently or negligently violate the terms of insurance service under this 
article, shall be adopted by the board after consultation with the appropriate 
professional associations ; 

(d) To make inquiries into the causes and results of sickness and injuries, 
the causes of mortality and the effect of localities, employments and other 
conditions upon the health of the persons entitled to the benefits provided by 
this chapter. To obtain, collect, preserve and from time to time, publish 
such information relating to mortality, sickness, injury and health as may 
be useful in the administration of this chapter or may contribute to the 
promotion of health or the security of life; 

(e) To promote the health and safety of the persons entitled to the benefits 
provided by this chapter and to take such steps within its means as it may 
deem feasible and appropriate to reduce and prevent sickness, injury and 
death among such persons; 

(f) To cooperate with public health officers and all other agencies, public 
and private in the improvement of public health and sanitation and in the 
promotion of public education in all matters pertaining to health; 

(g) If, in its opinion the purposes of this chapter will thereby be furthered 
or the furnishing of the medical benefits therein provided more adequately 
secured and, if the surplus and reserves of that portion of the fund which 
bears the cost of the medical benefits justify such action, it may make con- 
tributions or donations to hospitals, laboratories, clinics or other agencies 
engaged in furnishing the medical benefits not operated for profit, or for 
medical research, subject to such conditions as may be agreed upon, and any 
sums so expended shall be considered as part of the cost of the administra- 
tion of the medical benefits provided by this chapter; 

(h) To adopt rules and regulations governing contested claims for benefits 
under this chapter. Referees shall be appointed to hear and decide such claims 
in the various districts and the claimant shall be entitled to appeal to a cen- 
tral appeal body which shall be set up by the Board. 

§ 12. State advisory councils. 1. There is hereby created a state general 
advisory council of twelve members to be appointed by the governor. Three 
of the appointees to this council shall be persons who on account of their 
previous vocations, employments or affiliations can be classed as representa- 
tives of employers; three appointees shall be persons who, on account of their 
previous vocations, employments, or affiliations, can be classed as represen- 
tatives of employees; three appointees shall be persons representative of the 
professions furnishing the medical benefits; and three appointees shall be 
persons representative of the public. One representative of the employers, 
one representative of the employees, one representative of the professions and 
one representative of the public shall be appointed for a term of two years; 
one representative of the employers, one representative of the employees, one 
representative of the professions and one representative of the public shall be 
appointed for a term of four years; and one representative of the employers, 
one representative of the employees, one representative of the professions 
and one representative of the public shall be appointed for a term of six years. 
Thereafter, as their tenures expire, the governor shall appoint or reappoint 
members for the term of six years. The council shall consider and shall 
advise the board upon all matters connected with the administration of this 
chapter and of the benefits provided therein submitted to it by the board and 
may recommend upon its own initiative such changes in the administration 
of this chapter and of the benefits provided therein as it deems necessary. 

2. There is hereby created a state medical advisory council of nine mem- 
bers to be appointed by the governor. The appointees to this council shall be 
so selected that the council may be representative of the physicians and den- 
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tists in general practice, the surgeons, the other medical and dental special- 
ists, the pharmacists, the hospitals, laboratories, clinics and nurses. Three 
shall be appointed for a term of two years; three shall be appointed for a 
term of four years; and three shall be appointed for a term of six years. 
Thereafter as their terms expire the governor shall appoint or reappoint 
members for the term of six years. The said council shall consider and shall 
advise the board upon all matters connected with the administration of the 
medical benefits provided in this chapter submitted to it by the board and 
may recommend upon its own initiative such changes in the administration of 
said benefits as it deems necessary. 

3. The members of both of said councils shall be appointed within thirty 
days after the enactment of this chapter. The governor may at any time 
remove a member of either council for cause after a hearing on written 
charges. The members of both councils shall serve without salary, but shall 
be allowed actual and necessary traveling and other incidental expenses. 

§ 13. Public welfare districts. The board may utilize the public welfare dis- 
tricts of the state as appropriate districts for the administration of this 
article and shall in each such district make arrangements for the providing 
of the medical cash and maternity benefits hereinbefore prescribed. The 
administrative officers in such district shall include a district medical super- 
intendent, who shall be a licensed physician of at least five years experience 
in general practice. Every licensed physician and surgeon shall be permitted 
to enter the general practitioner medical service provided under this article, 
if willing to accept the terms and conditions of service as laid down by the 
board and each insured person shall be permitted to select and at reasonable 
intervals to change such general practitioner under rules laid down by the 
board. 

§ 14. Remuneration. 1. The board shall fix in each district the manner 
of remunerating physicians and dentists in general practice, surgeons, and 
other medical and dental specialists, pharmacists, nurses, hospitals, clinics, 
laboratories, and other persons and agencies furnishing the medical benefits 
after consultation with the appropriate professional organizations in each 
instance. No mode of remunerating physicians and dentists in general prac- 
tice shall be adopted for any local area within the state without the consent 
of a majority of such physicians or such dentists, respectively, in that 
locality, unless the majority of such physicians or dentists fail to agree upon 
any method of payment. 

2. Any one of the following modes may be adopted for remunerating 
physicians and dentists in general practice: (a) A salary system; 

(b) A per capita system whereunder payment will be based on the number 
of persons entitled to medical benefits included in the practitioner’s list; 

(c) A fee system whereunder payment will be based on the extent and 
character of the treatment given and services rendered by the practitioner 
to persons entitled to medical benefits; and 
(d) Any combination or modification of the systems herein above stipu- 
ated. 

§ 15. Claims for benefits. 1. Any person claiming benefits shall, in accord- 
ance with such rules as the board may prescribe, file a certificate of disability 
signed by the physician in charge of his case. A person claiming benefits 
shall give notice of his continuing right to such benefits as often and in such 
manner as shall be prescribed by the board. 

2. Any person claiming cash or maternity benefits shall for the time that 
such benefits are claimed correctly report any wage-earning employment had 
during such time and any wages received for such employment, including 
employments not within the definition of this article, and shall make such 
reports in accordance with such rules as shall be prescribed by the board. 

§ 15. Freedom of choice. 1. Every duly qualified physician and dentist 
engaged in general practice, who so desires, shall have the right to be 
included in the list of those furnishing the medical benefits provided for by 
this chapter, subject to being remunerated for his services in the manner fixed 
by the board. 

2. Every person entitled to the medical benefits provided for by this chapter 
shall have the right, in such form as the board shall prescribe, to select the 
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physician engaged in general practice and the dentist engaged in general prac- 
tice by whom he wishes to be attended and treated, subject to the consent 
of the practitioner so selected, and the right at any time to change the selec- 
tion so made on such notice as the board may prescribe. 

3. The board shall cause to be distributed on an equitable basis among the 
several physicians and dentists in general practice who have signified their 
desire to furnish the medical and dental care provided for by this chapter in 
accordance with the rules and regulations prescribed by the board, those 
persons entitled to the medical benefits provided herein who, after due notice 
have failed to select a physician or dentist in general practice or have been 
refused by the practitioner whom they have selected. 


ARTICLE III 
HeatrH INSURANCE FUND 


Section 20. Creation of fund. 
21. Accrual of premiums. 
22. Employers’ premiums. 
23. Employees’ premiums. 
24. State premiums. 
25. Voluntary insurance. 


§ 20. Creation of fund. 1. There is hereby created and established a health 
insurance fund out of which benefits under this chapter shall be paid. The 
fund shall consist of all contributions and appropriations made in accordance 
with the provisions of this chapter; of property and securities acquired by 
and through the use of monies belonging to the fund; and of interest and 
other income earned by the fund. 

2. The state commissioner of taxation and finance shall be the custodian 
of the fund and all disbursements therefrom shall be paid by him upon 
vouchers of the board. Any portion of the fund not needed for immediate 
use shall be deposited in the same manner and subject to all provisions of 
law with respect to the deposit of other state funds held by him; and all 
interest earned by such portion of the fund as may be so deposited shall be 
collected and placed to the credit of the fund. Any of the surplus or reserve 
belonging to the fund may, by order of the board, approved by the state com- 
missioner of taxation and finance, be invested in any obligations of the United 
States of America or any agency thereof or in obligations of the state or 
agency thereof. 

§ 21. Accrual of premiums. On and after the first day of October, nine- 
teen hundred thirty-nine, premiums shall accrue and become payable to the 
fund by every employer and employee subject to this chapter and by the state, 
in accordance with the provisions of this chapter. All premiums shall be paid 
or remitted at regular intervals, at such times and in such manner as the 
board shall prescribe to the state commissioner of taxation and finance, who 
shall credit the same to the fund. 

§ 22. Employers’ premiums. Every employer shall pay into the fund: (a) 
Amounts equal to three per centum of the total of all wages periodically paid 
by him to employees who receive wages of twenty dollars a week or less; and 

(b) Amounts equal to two per centum of the total of all wages periodically 
paid by him to employees who receive wages in excess of twenty dollars a 
week but less than forty dollars a week; and 

(c) Amounts equal to one per centum of the total of all wages periodically 
paid by him to employees who receive in excess of forty dollars a week. 

§ 23. Employees’ premiums. 1. Every employee shall pay into the fund: 
(a) Amounts equal to one per centum of the total of all wages periodically 
Tppenyed. by him from an employer if such wages do not exceed twenty dollars 
a week ; 

(b) Amounts equal to two per centum of the total of all wages periodically 
received by him from an employer if such wages are in excess of twenty dollars 
a week but do not exceed forty dollars a week; 
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(c) Amounts equal to three per centum of the total of all wages periodically 
received by him from an employer if such wages are in excess of forty dollars 
a week. 

2. Such amounts shall be deducted by the employer from the employees’ 
wages and shall be remitted by the employer to the state commissioner of 
taxation and finance and until so remitted shall be set apart and held as trust 
funds. 

3. No agreement by an employee to pay any portion of the premiums 
required to be paid by his employer shall be valid, and no employer shall 
make a deduction for such purpose from the wages of an employee, or in any 
other manner collect from an employee any portion of the premiums required 
to be paid by his employer. 

§ 24. State premiums. The state shall pay into the fund amounts equal 
to one per centum of the total of all wages periodically paid by employers to 
employees provided that the sum payable by the state shall be reduced by 
the amount made available to the state for such purposes by the government 
of the United States. 

§ 25. Voluntary insurance. 1. Every person not employed in an employ- 
ment within the definition of this article, who is not older than sixty-five 
years, who is dependent upon his earnings and is physically able to earn his 
living shall be entitled voluntarily to insure himself on the same conditions 
for all the health insurance benefits or any one or more of said benefits regu- 
larly provided for employees compulsorily insured under this chapter. 

2. A health examination may be required as a condition to obtaining such 
voluntary insurance, only of a person who within the three years preceding 
application for such insurance has not had at least two hundred days of 
employment. 

3. A voluntarily insured person insured for all health insurance benefits 
shall pay as his contribution four-fifths of the appropriate premium. A vol- 
untarily insured person who is insured for one or more but not all of the 
health insurance benefits shall pay four-fifths of the contribution fixed by 
the board as the appropriate premium for such limited insurance. The state 
shall pay in each case the difference between the voluntarily insured person’s 
contribution and the appropriate premium. In computing the amount pay- 
able by a voluntarily insured person, there shall not be considered any income 
received by such voluntarily insured person in excess of three thousand dollars 
per annum. 

4. Persons who are receiving old-age or unemployment benefits or relief 
from any governmental or public officer or agency or who are over sixty-five 
years of age or over, and during the greater part of the twenty year period 
between the ages of forty-five and sixty-five years either have been employed 
or would have been eligible to voluntary insurance within the purview of this 
chapter, may be insured voluntarily, if such person, or if such officer or agency 
regularly pays into the fund such amounts as may be fixed by the board, 
which amounts shall be fixed so as most equitably to rate the risk and dis- 
tribute the cost of benefits involved. However, no person sixty-five years of 
age or over shall be insured for cash benefits. 


ARTICLE IV 


BENEFITS 
Section 30. Cash benefits. 
31. Maternity benefits. 
32. Medical benefits. 
33. Waiver of assignment of benefits. 
34. Notice of disability. 


§ 30. Cash benefits. 1. Cash benefits shall be paid to an employee who is 
under sixty-five years of age and is qualified as insured for cash benefits for 
loss due to disability, after an uncompensated waiting period of seven days, 
at the rate of fifty per centum of the employees’ full-time wages, if the 
employee has no dependent wife or children. The maximum of such benefits 
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shall be twenty dollars a week. To this benefit shall be added an additional 
ten per centum of the employees’ full time wages, up to a maximum of five 
dollars a week, for a dependent spouse, and an additional five per centum 
of the employees’ full time wages, up to a maximum of three dollars a week, 
for each dependent child, not exceeding four. Such cash benefit shall be pay- 
able for a maximum of one hundred and fifty-six cumulated days of loss due 
to disability in each consecutive fifty-two weeks. No cash benefit shall be 
paid for loss due to disability for which the employee is entitled to money 
benefits under any workmen’s compensation law. 

2. To qualify as insured for cash benefits, the insured must have had one 
hundred days of employment or of voluntary cash insurance within the twelve 
months preceding the day on which the claim for cash benefits is made or, in 
the alternative, not less than one hundred and sixty such days within the 
twenty-four months preceding said day. 

3. An employee who is not qualified as insured for cash benefits in accord- 
ance with paragraph two of this section, shall be qualified as insured for cash 
benefits at half rate during an extended period equal to one day for every five 
days of employment or of voluntary cash insurance during the preceding five 
years, should he suffer a loss due to disability during the extended period. 

§ 31. Maternity benefits. 1. Cash maternity benefits shall be paid to a 
woman employee for six weeks prior to the birth of a child and for six weeks 
after the birth of a child, in amounts equal to the cash benefits which such 
employee would be entitled to receive for loss due to disability. Such benefit 
shall be paid only on condition that the employee refrains from all gainful 
occupation during said period and has received prenatal care. 

2. To qualify as insured for cash maternity benefit an employee shall be 
required to have no less than two hundred and fifty days of employment or 
voluntary cash insurance during the twenty-four months preceding the day 
on which the said benefit is to commence. A 

3. The period during which the cash maternity benefit is paid shall not 
be included within the maximum period for which the employee is entitled 
to receive cash benefits for loss due to disability. 

4. Women employees, on ceasing to be qualified as insured for cash mater- 
nity benefit, shall have the same right of extension of qualification for insur- 
ance for cash maternity benefit at half-rate as that granted to employees with 
respect to their qualifications for cash benefits for loss due to disability in 
accordance with the provision of paragraph three of section thirty. 

§ 32. Medical benefits. 1. Medical benefits shall be provided for employees, 
the dependent spouses, and dependent children and such other members of 
their family who are dependent on them and live in the same household. 

2. Medical benefits shall be provided immediately on the occurrence of sick- 
ness or injury and to qualify as insured for such benefits an employee must 
have had one hundred days of employment or of voluntary medical insurance 
within the twelve months, or one hundred and fifty days within the twenty- 
four months, preceding the day on which the furnishing of medical benefits 
is asked for him or any of his dependents. Medical benefits shall be provided 
without time limit, so long as the person through whose eligibility they are 
granted remains insured for such benefit. 

3. Medical benefits need not be provided for any person in respect to any 
disability for which such person is entitled to medical treatment under any 
workmen’s compensation law. 

4. Medical benefits shall consist of: 

(a) The service of a physician in general practice at the office, home, hos- 
pital, or elsewhere, in preventive diagnostic, and therapeutic treatment and 
care, which shall include immunization and periodic physical examinations. 

(b) On the prescription of the physician in charge, and the approval of 
the district medical superintendent, 

(1) General and special hospital treatment and care which include nursing 
and other usual hospital services; 

(2) Prenatal and maternity treatment and care in the home or in the 
hospital ; 

(3) The services of a surgeon, diagnostician, or other specialist at the 
office, home, hospital or elsewhere; 
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(4) The service of laboratories and clinics; 

(5) The services of a dentist in general practice in such treatment and 
care, including restorative work, as may be found necessary to correct con- 
ditions which are seriously prejudicial to health, or are causing or threaten- 
ing to cause disability, or are interfering or threatening to interfere with 
the pursuit of a gainful occupation. 

(c) Additional medical benefits other than those hereinbefore stipulated 
may be furnished entirely at the expense of the fund or partly at the expense 
of the fund or partly at the expense of the fund and partly at the expense 
of the persons receiving such additional medical benefits, if and when there 
is accumulated a surplus reserve beyond that required by the rules of the 
board. 

5. In any emergency, the foregoing benefits (b) one to (b) five, inclusive 
may be provided on the prescription of the physician in charge without prior 
approval of the district medical superintendent. 

§ 33. Waiver of benefits. No agreement by an employee to waive any right 
or benefit under the system established by this chapter shall be valid; nor 
shall benefits be assigned, pledged, encumbered, released or communed, and 
such benefits shall be exempt from all claims of creditors and from levy, 
execution, and attachment or other remedy now or hereafter provided for 
recovery or collection of a debt, which exemption may not be waived. 

§ 34. Notice of disability. 1. Any person claiming benefits shall, in accord- 
ance with such rules as the board may prescribe, file a certificate of disability 
signed by the physician in charge of his case. A person claiming benefits 
shall give notice of his continuing right to such benefits as often and in such 
manner as shall be prescribed by the board. 

2. Any person claiming cash or maternity benefits shall for the time that 
such benefits are claimed correctly report any wage-earning employment had 
during such time and any wages received for such employment, including 
employments not within the definition of this article, and shall make reports 
in accordance with such rules as shall be prescribed. 


ARTICLE V 


MISCELLANEOUS 
Section 40. Penalties. 
41. Subrogation. 
42. Separability. 
43. Appropriation. 
44. Federal assistance. 
45. Effective date. 


§ 40. Penalties. A person who wilfully makes a false statement or rep- 
resentation to obtain any benefit or payment under the provisions of the 
system, or to obtain payment or remuneration for services rendered or mate- 
rials supplied in furnishing any of the benefits provided by the system, either 
for himself or for any other person, or to lower payments to be made to the 
fund, or who wilfully refuses or fails to make any payment to the fund; 
or who fails to set apart and hold as a trust fund the amounts deducted from 
an employee’s wages to pay the contributions required of such employee; or 
who refuses to allow the board or its authorized representative to inspect 
payrolls or other records or documents relative to the enforcement and admin- 
istration of the system; or who makes a deduction from the wages of any 
employee to pay any portion of the contributions which an employer is 
required to make or in any other manner collects from an employee any 
portion of the contributions required to be paid by the employer; or who 
violates any of the provisions of this article or of any rule or regulation 
adopted hereunder, or fails, neglects or refuses to perform any duty lawfully 
imposed upon him or pursuant to this chapter, or fails, neglects, or refuses 
to obey any lawful order given or made by the board or any judgment or 
decree made by any court in connection with the provisions of this chapter 
or any rule or regulation adopted pursuant thereto is guilty of a misde- 
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meanor and shall, on conviction, be subject to a fine of not less than fifty 
dollars nor more than five hundred dollars or to imprisonment of not less 
than sixty days nor more than one year or to both such fine and imprisonment. 

§ 41. Subrogation. If any of the benefits provided by this chapter are paid 
or furnished in the event of sickness, injury, or disability to any person who, 
by reason of such sickness, injury or disability, has a right or claim for com- 
pensation or benefits under any workmen’s compensation law or any employ- 
er’s liability act or otherwise against his employer or any other person for 
causing such sickness, injury, or disability and for the damages resulting 
therefrom, the fund, to the extent of the said benefits so paid and the cost 
thereof so furnished, shall be entitled to reimbursement out of any sum or 
damages which said person receives by way of compensation or benefits or 
through suit, settlement or judgment and the fund shall, to said extent, be 
subrogated to the said right or claim. Upon notice to the one against whom 
said right or claim exists or is asserted, the amount to which the fund is so 
entitled by way of reimbursement shall be a lien upon said right or claim 
and the said sum or damages paid or received thereunder. The board shall 
enforce this right of subrogation and reimbursement. 

§ 42. Separability. If any provision of this chapter or the application 
thereof to any person or circumstances is held invalid, the remainder of the 
chapter and the application of such provision to other persons or circum- 
stances shall not be affected thereby. 

§ 43. Appropriation. The sum of one hundred fifty thousand dollars 
($150,000), or so much thereof as may be necessary, is hereby appropriated 
to the board of health insurance in the department of social welfare out of 
moneys in the state treasury not otherwise appropriated to defray the 
expenses of such board, including personal service, operation and mainte- 
nance, in carrying out the provisions of this chapter. Such moneys shall be 
payable from the state treasury on the audit and warrant of the comptroller 
on vouchers approved in the manner prescribed by law. 

§ 44. Federal assistance. 1. The board shall submit the plans for medical 
care and disability compensation provided by this chapter to the social 
security board established by the federal social security act for approval 
pursuant to the provisions of such federal act. The board shall make such 
rules and regulations not inconsistent with law as may be necessary to make 
such plan conform to the provisions of such federal act and any rules and 
regulations as adopted pursuant thereto. The board shall make reports to 
the social security board created by such federal act in the form and nature 
required by such board and in all respects comply with any request or direc- 
tion of such board which may be necessary to assure the correctness and veri- 
fication of such reports. 

2. The state commissioner of taxation and finance shall accept and receive 
any and all grants of money awarded to the state for federal assistance to 
plans for medical care and disability compensation pursuant to such social 
security act. All moneys so received shall be deposited by the commissioner 
of taxation and finance in the state health insurance fund established by this 
chapter. Such money shall be paid from such fund or funds on audit and 
warrant of the comptroller upon vouchers of the board. 

§ 45. Effective date. This act shall take effect immediately. 
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